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FIRST DAY—MORNING SESSION. 


The association convened in the Elks Club Rooms, | 2 aa 
and was called to order by Dr. J. P. Lord, of Omaha, 2 

Prayer was offered. by the Rey. Thomas J. Mackay, 


. Dr. A. F. Jonas, of Omaha, was iredinced: and de- 
livered an address of welcome on behalf of the local 
| Eeofeedion. He spoke 1 in part as follows: 


ADDRESS OF WELCOME. 


Mr. AND GENTLEMEN: It affords me very 
great pleasure to extend to you a hearty welcome to = «© 
this city. We feel that Omaha is highly honored by oe a 
your presence. This association numbers among its 
members some of the most celebrated and skillful 
-gurgeons of this country and of the world. We shall 
endeavor to make your stay as pleasant as possible. 
We have every reason to believe that the proceedings 
of this meeting will be very instructive and profitable. 
We shall hear discussions on ways and means for 
restoring health, life, and limb. Therefore, we wel- 
come you to our city and extend to you all the good > 
things we have. We only regret that you did not | 
_ come earlier, because in the way of entertainment we oe 
could have shown you things which would have ee 
pleased all of you. We could have shown you the 
products of mines, of industry, that would prove 
profitable, instructive, and educational. We could hn oe 4 
have shown you things that came from all parts of <n hte 
the country, both artistic and mechanical. But nev- 2 ae 
ertheless, we extend to yot' a most hearty and cordial eee ee 
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Dr. H. D. Niles, of Salt Lake City, Utah, was asked 


to respond to the address of welcome, which he did, 


as follows: 


THE RESPONSE TO THE ADDRESS OF WELCOME. _ 
Mr. PRESIDENT, LADIES AND GENTLEMEN: In behalf 


of the Western Surgical and Gynecological Associa- 
tion I desire to thank the good citizens of Omaha, and 


the distinguished gentleman who has so eloquently. 
voiced their kindly feelings, for their cordial greeting 


and warm welcome. From the time of our acceptance 


of your invitation to visit your lovely city we have 
looked forward with pleasant anticipations to this. 


meeting, and your hospitable reception this morning — 
assures us that our anticipations are to be realized. 

But it is not alone this spirit of hospitality that has 
attracted us to this metropolis. The fame of your city, — 


with its great resources, commercial strength, and 


superb attractions has long since reached our ears 


= and agreeably engaged our thoughts. Your latest and 


perhaps your greatest achievement, “The Exposition,” 
so successfully accomplished under such a combina- 
tion of adverse circumstances and trying conditions 
as would have appalled a management less enterpris- 


ing, resourceful, and energetic, has demonstrated to 


the world the character of your people and re- 
vealed the real secret of your prosperity. We, there- 


| fore, have held, and still hold, in high esteem the privi- 


lege your courtesy grants us of knowing more of this | 
city and its people, and one of the delights of our — 
brief sojourn among you will be to avail ourselves of 
this privilege, so far as time and opportunity will 
permit. 

As I scan the people who make up this audience, I 
observe a goodly number who, from their intelligent 


and distinguished appearance, I infer are not doctors. 


To them, and if it were possible, through them to the 
public generally, I should like to say that we hail with | 
delight this and all other manifestations of your in- 
terest in our labors. We are to-day in greater need of 
your aid, sympathy, and support than at any time in 
the history of medicine. As-the great problems of 
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‘sanitation, hygiene, preventive medicine, and the sup- 


pression of charlatanism are being gradually but 
surely solved; as from our studies, labors, and re- 
searches, newer and better means for combating dis- 


ease, preserving and restoring health are being 


| evolved; just as we are about to present to you the 


best fruits of our highest endeavors, we find ourselves 


confronted by an obstacle which you alone can re- 


move—an apathetic and unwilling public. With the 
remedy at hand—needing only your assistance to ap- — 


_ ply it—we must passively await your delayed action, 
- while we remain unwilling witnesses to more suffering 


and deaths from preventable causes than are produced 
by war or famine. The medical profession needs not 


only your good wishes, but it needs and asks for your 
active, intelligent co-operation. And if the majority 
of the people of Omaha, usually so quick to get in 
touch with the progressive spirit of the age, should 
be the first to enlist in this cause, a greater and more 


- enduring fame will await her than can come from any 


other exhibition of public spirit or business enter-_ 
“prise. 
I am charged by the visiting members of thie as- 
sociation with the pleasant task of expressing to the 
chairman of the local committee of arrangements and 
his associates our grateful appreciation of their efforts 


to render our stay here both pleasant and profitable. 


The good Lord seems to have endowed them with spe- 


cial powers for this occasion and through their cour- 


teous attentions we have already been made to feel 
that we are not “strangers in a strange land,” but 
favored guests in the home of friends. 
In conclusion, let me say to all that feel an interest 
in our-work and welfare that we shall strive not to be 
—overtempted by. the allurements that kind friends have 
surrounded us with, and led to forget the higher ainis 
of this association. And we trust and believe that 
- our more serious deliberations will be marked by such 
earnestness of purpose, such a spirit of investigation 
combined with fairness and good judgment as to en- 


sure to this Omaha meeting of our association a full 


measure of good results,—that shall be alike gratify- 
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ing to ourselves and to those who have shown them- 


selves to be in sympathy with us and the object of our. : z 
labors. 


The President, Dr. D. S. Fairchild, of Clinton, la. 


was then introduced to the association by: Dr. Lord. 


The first. order was the reading of the minutes of 
the last meeting, which, on motion of Dr. se saci 
was dispensed with. 

The next thing in onder was the report of the chair. , 
man of the committee of arrangements, by Dr. J. P. 
Lord. He made the following verbal report: 


“Your committee has very little to report because 
our work is practically done in arranging for the 


meeting. We understand that you are here for busi-— 
ness, and of course if we wish to complete our pro- _ 
gram, there will be scarcely time for us to eat. There- 


fore, the local members have provided very little in : 
the way of entertainment for you, the principal thing | 


_ being a banquet to-morrow evening after the labors 


of the association are over. It will be given at havi 
Paxton Hotel at 9:80.” | 


_ The president called for the report of the executive 
board. 

The chairman of the board, Dr. Lewis. Schooler, pre- 
sented the names of a large number of applicants for 
membership, and recommended their election. _ 

On motion, the recommendation of the executive 
board was eoncurred i in. 

The executive board presented the following resolu- 
tion, recommended its adoption, which was concurred — 
in by the association: 


“Resolved, That hereafter no one shall be allowed — 
to have a title on the program unless he be a member 
in good standing, or shall have made application for 
membership and paid the admission fee.” 


At this juncture, the second vice-president, Dr. 
Niles, took the chair, and President Fairchild de- 
livered the president’s address. He selected for his. 
subject, “A Review of Some Surgical and Gyneco- 
logical Problems.” On motion of Dr. A. H. Ferguson, 
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HIGHTH ANNUAL “MEETING. 


_ of Chicago, a vote of thanks was extended to the presi- 


dent for his able, carefully worded, and instructive 
address. 


The secretary read several letters theta absent mem- ~ 


bers regretting their inability to be present. 
Papers by Drs. Wetherhill, and Hawkins 
were réad by title. 


The first paper read was by Dr. W. L. Dowiting. of | 


Moulton, Ia.,-on “The Curette: Some Indications for 
Its Use, ” which was discussed by Dr. Williams. 


On motion, the association adjourned until 1:30 P. M. 


“FIRST DAY—AFTERNOON SESSION. 


The association reassembled at 1 30 Pp. M., with the 


) president in the chair. 
Dr. J. H. Kellogg, of Battle Cieok. Mich. read a 


paper on “Causes and Radical Treatment of Retrodis- 


_ placements of the Uterus.” | 
‘Dr. D. C. Brockman, of Ottumwa, ia. read a paper 


entitled “How Shall We Cue Posterior Displacements 
of the Uterus?” 


Dr. J. Rudis-Jicinsky, of Crete, Neb., followed with 


a paper entitled “An interesting Case of Compicte 


: Prolapsus Uteri.” 


These three papers were then discussed jointly. by 


Drs. Campbell, Stoddard, Stoner, Ferguson, Ward, 


Hornibrook, Niles, Hick, and the discussion closed by 


Drs. Kellogg and Brockman. 
| _ Dr. T. A. Stoddard, of Pueblo, Colo., read a paper 
on “Gonorrhea as a Factor in the Causation of Dis- — 


eases of the Uterus and Adnexa.” Discussed by Drs. 


Eastman, Knott, Brockman, and in closing by the 


essayist. 
Dr. W. J. Williams, of Adel, la., read a paper on 


“Nervous and Mental Diseases in Relation to Gyne- 


cology,” which was discussed by Drs. Hornibrook, 
Davis, Eastman, Highsmith, Schooler, and in closing 
by the essayist. 

Dr. Milo B. Ward, of Kansas City, offered the fol- 


lowing resolution to amend the by-laws: 
“Resolved, That the by-laws of this association be 
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~. 


amended to read as. follows: The fee for admission to 
membership to be $10, and the annual dues $5. 

‘Resolved, That these amendments to une by- laws 
take effect January 1, 1899.” 


Adopted by unanimous consent. Me. 

Dr. George R. Highsmith, of Carrollton, Mo: ‘Tread | 
a paper entitled “A Day with a General Practitioner.” 
On motion, the association adjourned until 7:30 P.M. 


FIRST DAY—EVENING SESSION. 


The association reassembled at 8 p. M. with the 
president in the chair. es 


Dr. O. B. Campbell, of St. J inebhs; Mo., read a paper. 


entitled “Does Appendicitis Belong to the Domain of 


Medicine or Surgery?” 
Dr. J oseph Eastman, of Indianapolis, Ind., Koei a 


‘paper on “Appendicitis,” and Dr. R. Harvey Reed, of 
- Rock Springs, Wyo., contributed a paper on “Appen- _ 
_dicitis: When and When Not to Operate,” which was 


read by the secretary in the absence of the author. 
The discussion on these papers was opened by 

Dr. A. H. Ferguson, and continued by Drs. Knott, 

Stoddard, Crowell, Brockman, Niles, Hollowbush, 


Schooler, Jolly, and the discussion closed by the 
—essayists. 


On motion, the association adjourned until Thurs- 
day morning, at 9:30 o’clock. 


SECOND DAY—MORNING SESSION. 


The association met at 9:30 A. M., , and was caHed to 

In te absence of two members of the executive 
board, the chair appointed Drs. Eastman and Stod- | 
dard to fill their vacancies. 
_ Dr. Milo B. Ward, of Kansas City, Mo., read a paper 
on “The Mutual Relations of Obstetricians and Gyne- 
cologists.” 

Dr, A. L. Wright, of Carroll, la., read a paper on 
“Tubal Pregnancy.” 
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Dr. H. D. ‘Niles, of Salt Lake City, Utah, followed 


_ with a paper on “Early Tubal Pregnancy.” — 


The discussion was opened by Dr. Crowell, and con- 


_ tinued by Drs. Eastman, Summers, Hornibrook, Stod- 
dard, and in closing by the essayists. ; 


Dr. A. H. Ferguson, of Chicago, presented a contri. 


- bution on “Hare-Lip and Cleft Palate—A New Opera- 
tion for Cleft Palate.” The paper was illustrated 


with numerous charts. 
The paper was discussed by Drs. Summers, Lord, 


Ruth, Lanphear, and the discussion closed by Dr. Fer- 


Dr. Schooler, of the executive board, 
the following report: 


RERORT ON NOMINATIONS. 
-President—Dr. H. ©. Crowell, Kansas City, 


First Vice- President—Dr. Oo. Campbell, St. J 
‘seph, Mo. 


Second V ice President—Dr. Thomas H. Hawkins, 


Denver, Colo. 


‘Secretary- ‘Treasurer—Dr. George Simmons, Lin. 
coln, Neb. 


Lewin Schooler, Des Moines, 


chairman; T. A. Stoddard, Pueblo, Colo.; 


| Jonas, Omaha; Neb.; A. H. Ferguson, Chicago, and 


J oseph Eastman, Indianapolis, Ind. 
Place of meeting, Des Moines, la. 
Committee of Arrangements—Dr. D. Ww. Smouse, 
chairman; Dr. J. W. Cokenower, and Dr. C. E. Stoner. 
on Revision of By- ‘Laws—Drs. 


Jonas and George H. Simmons. 
‘The Western MEDICAL Review is again made the 
official organ of the society and is to publish all the 

transactions, papers, and discussions, all papers to be 


supplied as fast as called for by the editor. One hun- 


dred and twenty-five copies of the transactions, bound 


in cloth, to be supplied by the same journal. A copy 
of the transactions to be sent to each member in good 
standing at date. 

On motion, the report of the executive board was 
unanimously adopted, after which the association ad- 
journed until 1:30 Pp. M. 
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on “Modern Aids to Proper Surgical Diagnosis.” 
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SECOND DAY—AFTERNOON SESSION. 

The association resumed at 2 p. M., With the presi- 
dent in the chair. 

Dr. H. H. Stoner, of Rock Rapids. Ia., read a paper 
entitled “Vesical Calculus: Report of a Case,”’ which 
was discussed by Drs. Maxwell, Ruth, Schooler, Will- 
iams, Lanphear. . 

Dr. Milo B. Ward offered the following amendment : 


to the by-laws: 


“Resolved, That the by-laws of this association a 


and the same are hereby amended to read as follows: 


“The retiring president of the association shall be 


a member, ex officio, of the executive board, and its 


chairman for one year, and shall remain a member 
for three years. All the other members of the execu- 
tive board shall be elected annually in the same man- 


ner as are other officers. es 


Laid over for one year. 

The secretary read letters from Drs. Grant, Shra: 
der, Beebe, Halley, and others, regretting their ina- 
bility to be present. — 

Dr. W. B. La Force, of Ottumwa, I[a., read a paper 


On motion of Dr. Brockman, the sympathy of the | 


association was extended to Dr. J. W. Young with 


hopes for his speedy recovery. 

Dr. G. G. Cottam, of Rock Rapids, Ia., followed with 
a paper entitled “Rhinoplasty by the Adaptation “3 
the Flap Splitting Principle.” 

Dr. C. E. Ruth, of Keokuk, Ia., contributed a paper 
on “Anatomic Treatment of Fractures of the Neck of 
the Femur,’ which was discussed by Drs. Maxwell, 
Jonas, Hamilton, Lacey, and in closing by the essayist. 

Dr. Van Buren Knott, of Sioux City, Ia., read a 
paper entitled- “Interstitial Inguinal Hernia, with Re- ) 
port of a Case.” 

Dr: A. Xf. Hertzler, of Halstead, Kan., exhibited a 
modification of the Murphy button, and explained the 
method of its use. 
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‘NIGHTH ANNUAL MEETING, 


Dr. Hamilton, of Omaha, exhibited a new 


trachea tampon. 

Dr. C. C. Allison, of Omaha, read a paper entitled 
“Injuries of the Head. See 

Dr. Lewis Schooler, of Des Moines, Ia., read a paper 
on “The Wounded from Santiago,” which was dis- 
cussed by Drs. Hicks, Summers, Eastman, Lanphear, 
Hollowbush, and in closing by the essayist. 
Dr. Milo B. Ward. offered the following resolution: 


‘Resolved, That the thanks of this association be 
extended to the members resident in Omaha for their 
courtesy and generous entertainment of the visiting 
members of the profession; — 

. “Resolved, further, That our hearty thanks be ex- 
tended to the Elks for these beautiful —" for our 
meetings.” 


The resolutions were unajiimously | 
_ On motion, the association adjourned until 7:30 P. 


SECOND DAY—EVENING SESSION. 


The association reassembled at 8 p. M., with the © 
president in the chair. 

hee Emory Lanphear, of St. Louis, Mo., read a paper 

 “Empyema: Its Pathology, Bacteriology, and 
‘Ceeetaent? ” which was discussed by Drs. Lord, La 
Force, Summers, Davis, and in closing by the author 
of the paper. 

A paper by W. O. Henry, of Omaha, entitled “Ne- 
phrectomy,” was read by title. 

Dr, A. F. Jonas, of Omaha, read a paper entitled 
“A Modification in the Operative Method for Talipes a 
Equino Varus.” 

Dr. Byron B. Davis, of Omaha, read a paper 
“Gastro-Enterostomy: Indications and Technique.” — 
On motion, the association then adjourned to meet 
in the city of Des Moines, Ia., 1899. 


The following were elected to membership at this 
meeting: Frank Anthony, Sterling, Ill.; T. J. Andre, 
Schaller, Ia.; L. G. Baker, Ottumwa, Ia.; W. L. 
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Brosius, Gallatin, .Mo.; D. Brockman, Ottumwa, 


Ja.; S. C. Beede, Surprise, Neb.; F. L. Brockett, 


Shenandoah, Ia.; E. W. Clark, Grinnell, Ia.; A. 
J. Clark, Albion, Neb.; J. H. Cole, Thurman, Ia.; 
G. G., Cottam, Rock Rapids, Ila.; A. H. Ferguson, Chi- 
cago, Ill.; Oscar Fordyce, Guthrie Center, Ia.; A. T.. 
Hill, Lyons, Neb.; A. E. Hertzler, Halstead, Kan.; J. 
R. Hollowbush, Rock Island, Ill.; Geo. R. Highsmith, 
Carrollton, Mo.; E. Hornibrook. Cherokee, Ia.; C. C. 
Jordon, Nebraska City, Neb.; John H. Kellogg, Battle 


_ Creek, Mich.; W. B. La Force, Ottumwa, Ia.; T. B. 
Lacey, Council Bluffs, Ia.; A. N. Loper, College View,. 
Neb.; E. Lanphear, St. Louis, Mo.; T. P. Livingston, 


Plattsmouth, Neb.; J. W. Macdonald, Minneapolis, 
Minn.; A. I. McKinnon, Havelock, Neb.; James E. 


Moore, Minneapolis, Minn.; T. J. Maxwell, Keokuk, 
Ia.; J. J. McKone, Tacoma, Wash.; R. I. Mattice, 


Omaha, Neb.; D. T. Nelson, Chicago, 
Pritchett, Fairbury, Neb.; R. Harvey Reed, Rock. 


Creston, Ia.; A. D. Wilkinson, Neb.; W. J. 


Williams, Adel, Ta. 


Springs, Wyo.; ©. E. Ruth, Keokuk, Ia.; J. Rudis-— 
Jicinsky, Crete, Neb.; T. A. Stoddard, Pueblo, Colo.; | 
‘L. M. Shaw, Osceola, Neb.; W. G. Smith, Sturgis, S, ;. 
_Dak.: H. Stoner, Rock Rapids, Ia.; B. N. Torrey, 
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PAPERS AND 


A REVIEW OF SOME SURGICAL AND GYNECO- 
LOGICAL PROBLEMS. 


By D. S. FAIRCHILD, M. D., i 
CLINTON, IA. 


It now becomes my duty as president of this ASSOCI- 
ation to read an address which custom and the rules 
of this organization imposes upon the presiding officer. 

_ The first obligation that rests upon me is to express — 
my sincere thanks for the honor you conferred in elect- 
ing me to this high office. No man can be insensible 
of the distinction which an election to this office im- 
plies in an association composed of eminent men, 
whose opinions influence the medical world. In as- 
suming the duties of presiding officer the extent of. 
my obligations become more apparent when I called 
.to mind the eminent gentlemen who had preceded me, 
- and who, by their high standing and special fitness, 
had given strength to this young, but growing society. 
In preparing for this occasion my mind has not been 
free from anxiety touching matters which would be 
suitable for your consideration. : 
The student of medical literature during the past | 

twenty years, which marks the evolution of modern 


surgery -and gynecology, both in their scientific incep- 


- tion and practical advancement, is impressed with one 
thing in particular, and that is the growing simplicity - 
in the methods employed. In the years immediately 
following the discovery of. the relation of micro-or- 
ganisms to inflammation, the formation of pus and 
septic processes in general, elaborate and painful ef- 
forts were made to destroy by chemical germicides 
the living organisms. which so often defeated the best 
efforts of the operator. We call to mind Lister’s an- 
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_ tiseptic spray, the elaborate protective dressings, the 
continued scrubbings with bichloride of mercury, the 
- goap poultices, and other distressing and useless prep- 
arations for an operation, which were but a few years. 
back resorted to as a matter of routine by our best 
surgeons, and which are even now not altogether dis- 


carded by men who undertake to do operative work. 


We have now come to realize that three things are : 


essential to successinl and gynecological 
work. 


First of all is the great question of accurate diag- 


nosis. The surgeon is no longer a skilled mechanic © 


only, but a thoroughly scientific worker, who is fa- 


‘Iniliar with scientific technology in all its details, who | 
is able to employ instruments of precision in meas- 


uring and estimating the forces with which he has to 


deal. It is by means of these aids, in connection with 
a thorough study of the pathological conditions in- 
volved, that he is able to reach a just conclusion as 

to the nature and extent of the ailment, and the 
course of procedure necessary to the best interests 
of his patient. In addition to this, large experience . 
is necessary, a perfect familiarity with the work of 


others, as to the methods of examination, and the 


details of operative treatment. But few surgeons 


and gynecologists can look back on their earlier work 
with entire satisfaction, and cannot but realize that 
a want of personal knowledge of methods is largely 


_ responsible for some of the unsatisfactory results. 
The older members, who have stood as pioneers in 
modern surgery, were obliged to devise methods of 
their own. Being unable to resort to the clinics of. 


masters, they were forced to work out, by the most 
painstaking and laborious investigations, the best way 


of diagnosing and treating the difficult and obscure 


diseases, which modern practice demanded the patient 
should receive at the hands of the surgeon. 


We observe with astonishment the remarkable cli- | 
entage of certain members of our profession, and are 


moved at their success, not only in obtaining patients, 


' but in the results of their work. The secret is soon 
told.when we follow them in the clinic room at the 
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‘operating table, aa subsequently at the bedside. 


_ We then discover that the most painstaking care is — 


observed in reaching a correct diagnosis of the dis- 


-ease, together with a most thorough study of the 


pathological factors involved, and when the patient 


is brought to the operating table the surgeon pro- 


ceeds with the greatest accuracy to the seat of the 
trouble with a clear conception of what he has to 


deal with, and then the second factor of success be- 
comes apparent, the simplicity of procedure. The un- 


necessary things are avoided, and the essentials are 


proceeded with, with the greatest accuracy, and sub- 


‘sequently at the bedside it is seen that the results 


have met the expectations of the operator. The sim- 


ple, uncomplicated, and essential preliminary prepa- 
ration bears fruit. The operation has included all 
that was necessary and nothing more. 

‘The third essential of success is the resourcefulness 
of the operator at the operating table in meeting the 


- complications that may arise. This is largely a mat- 


ter of natural ability, or the gift of intuition, which 


renders it possible for the surgeon to recognize at 
once unusual conditions and avail himself of the best 


methods of meeting them. The surgeon who relies 


on his own practice alone reaches a high degree of 
excellence at a great expense to his patients, and to 


his own reputation, and so serious may it be that he 
only-recovers from the effects of it after many years, 
if ever. We older surgeons and gynecologists grew 


into practice by a process of natural selection, and 
the many errors we fell into were offset by the errors 
of our friends, and we survived them. But like errors 
to-day would never be forgotten, and therefore the > 
younger generation must do better work than we did, 


or they must be satisfied with being overlooked in 
the sharp competition of the day. It is true that ama- 
teurs may get some patients to submit to their inex- 


perience, but the accumulated results will soon be 
fatal to their aspirations. Hence but one safe course 


is open, and that is, a patient, industrious study and 


-a critical observation of the work of those who have 
passed the embryonic stage of development, and it 
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should be further andératecd that the stage of pupil. 


age can never come to an end. f 
It may seem presumptuous in me to dwell on his. 


‘subject before an audience like this, but none are so 
_ far advanced that they can afford to walk alone in the 
field of medicine, for while they may have passed one 


guide post after another there are many more in the 
dim distance, which, in the obscurity that surrounds — 
them, it may not be clearly seen which way they point; “ 


hence we tread softly and guardedly, watching hope- 


fully that some one more gifted and bolder may point 


the way to safe grounds. Barring further possibili-— 3 


ties in new fields there are many subjects upon which 


much evidence has accumulated and upon which the | 
last word has not yet been said. ; 


The surgical world has during the past few years 
been discussing the relative merits of vaginal and 
abdominal hysterectomy. There has never been any 
serious difference of opinion touching the abdominal 
method of removing large growths, but for small 
growths, malignant disease, infected and inflamed 
conditions of the uterus, tubes, and ovaries differences. 


of opinion have existed. For a few years the French 


plan of treatment by vaginal hysterectomy became 
very popular, and for a time promised to supersede 
all other methods in the latter classes of disease. It 


was claimed, with much reason, that the shock of the _ 


operation was less, and in septic conditions in par- 
ticular, involved much less danger of peritoneal in-~ 
feetion. It is to be said, however, that many leading 
surgeons refused to accept the contentions of the . 
French school and insisted that while some of the 
claims put forth were valid, the serious objections 
were, that the operation could not always be a com- 
plete one; that it was impossible to see clearly the: 
field of operation and thus determine if important 
structures, particularly the ureters, were free from 
the danger of injury. It is to be noted now that the 
most enthusiastic advocates of vaginal hysterectomy 
have modified their views materially and reserve this 
method for certain cases of pelvic infection and in- 
flammation, with pus formation, and for cases of ma- 
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lignant disease; differing from the more conservative 


_ only in the treatment of inflammatory conditions. All 


classes of surgeons agree that certain cases of tubal 


abscesses may be treated by vaginal puncture alone, 


and that certain cases of infected uteri with pus 


- formation are more safely treated by vaginal hyster- 
—ectomy. 


The conclusion, therefore, to be reached from a con- 


sideration of professional opinion is that the abdomi- 


- lutely the contentions of those who insist that a con-— 


nal route may be selected for the vast majority of 


cases of intra-abdominal and pelvic diseases when the 


sacrifice of the uterus is to be considered, except in 
cancerous affections of this organ, and yet it is just 


to the best interests of the patient not to accept abso- 


siderable number of inflammatory and pus cases are 


best treated by the vaginal route. 
Referring to malignant disease of the uterus, the 


_ question of advisability of operating is materially nar- 


rowing down to a very few cases. I am convinced that 
if the statistics of all cases operated on could be ob- 


tained the results would be far from brilliant. From 


- my own observations and from the experiences of 
professional friends I am of the opinion that only a 


comparatively few cases as they come under the ob- 


servation of the surgeon are suitable for operation. 


~The number of operable cases would no doubt be 


greatly increased if the diagnosis could be made early. 
The history of the evolution in the treatment ‘of 


uterine growths is very interesting. A review of the 
literature on this subject reveals a most remarkable 
degree of industry in devising methods of treatment. 


Going back not more than twenty-five years, writers 
approached the treatment of uterine tumors with the 
greatest delicacy,:and after discussing in detail the 
methods of medical and local treatment, referred to 
operative procedures with doubt as a means not to 


be lightly considered; and finally, when the boldest 


men ventured to remove the uterus with the tumor, 
after confessing the relative failure of all other means, 


including electricity, found that the difficulty lay 


largely in finding a successful way of treating the 


. 
ra 
A 
. 
~ + 
| 
t 
; 
d 
j 
| 
~ ~ 
¢ ie 
ne 
> 
x 
. 
ri 
. 
> 4 
- 
+} 
3 
+ 
wit 
+ 
| 
hid 
waged 
t 
i 
- 
/ 
rt 
we 
> 
wi 
‘ 


= ~ 


20 WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. 


stump. Then, from a surgical standpoint, the pro- 


cess of evolution commenced. For while difference 
of opinion might exist as to the kind of ligature ma- 
terial to be used, all agreed that if infection from the 


stump could be avoided and hemorrhage could be — 
prevented from the shrinking of tissues the desired 
results could be obtained. Dropping the stump back - 
into the abdomen involved both of the dangers re- 


ferred to, and was attended with so high a per cent. 
of mortality that it was soon abandoned for a safer 


method. Then came as an improvement the abdomi- | 
nal fixation by pins and the elastic ligature. I remem- 
ber with vividness the demonstrations of Dr. Senn, 


who pointed out the ideal method of closing the peri- 


toneum by separate sutures about the stump, thus. 


securely shutting off the peritoneal cavity from the 
chances of infection. But this did. not satisfy the 
mind of the enthusiastic surgeon, for he found that 
there was a better way which would save the incon- 
veniences, trouble, and distress attending the drag- 
ging of the uterine stump into the abdominal wound 


and lessen the danger of infection from necrotic 
tissue. The intrapelvic and extraperitoneal treatment. 
obviated all the objections of previous methods, and 
this, together with the safe preparation of animal. 


ligatures and the covering of raw surfaces, has led 


us to approach uterine tumors with such certainty 
and success that all other methods of treatment, 


which in the past had been uncertain and temporizing, 


' have been abandoned. No surgeon can be considered 
as too radical who advocates operative treatment in > 


all growing and distressing tumors of the uterus. 
- Passing in review the history of hysterectomy from 


the earlier work of Burnham to that of Kelley and 
Eastman, of Sanger and Jacebs and others, we come 


to realize the vast amount of work which has been 
done on this one subject. The only excuse I can offer 


for these observations is the license which this oc- 


casion gives me to emphasize the influence of organ- 
ized effort and free criticism. We cannot remain sat- 
isfied with reflections on any one subject of surgical 


_ and gynecological enterprise, or remain silent on many 
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éther developments which have been going on under 
our own eyes during the last few years. 

The stomach, which was so long looked upon as 
absolutely necessary to the preparation of food for 
the action of the intestinal juices, and for absorption, 


is now found to be only an auxiliary organ to diges- 


tion, and may be-dispensed with without disastrous 
results to the patient. The bold undertaking of. 
Schlatter has shown two things, one is that it is 
physically possible to remove the organ, and the sec- 
ond is that digestion can be carried on without it. 
Further demonstrations by other operators have 
shown the same thing. Without further considera- 


tion of these remarkable cases, which must be rare 


and only fall to a few surgeons, it may be observed 
that able surgeons whose opportunities have been 
_ great have developed a line of stomach surgery which 
is bearing abundant fruit. Billroth demonstrated, 
-Iany years ago, the practicability of relieving can- 


cerous disease by pylorectomy. The difficulties attend- 


ing his methods were, however, too serious to recom- 
mend the operation to men less skilled. The work 
done, particularly by Dr. W. J. Mayo, has placed the 
operation of pylorectomy within the reach of all well 


trained abdominal surgeons. Surgeons who have un-— 


dertaken operations on this organ appreciate the dif- 
ficulty of bringing the stomach outside the abdomen 
wound for easy and safe work. Mayo found by ex- 
periments on cadavers that by ligating and dividing 
_ the gastro-hepatic and gastro-colic omentum to a point 
corresponding to the point where it is desired to ampu- 
tate the stomach, the organ can readily be brought 
into reach and the abdominal cavity properly pro- 
tected by gauze sponges. Then, by a circular incision, 
all the coats can be divided down to the mucous mem- 
brane, turned back three-fourths of an inch and the 
mucous membrane divided an inch at a time and sut- 
ured until the cavity is closed in. Finally, the outer 
coats are tightly and safely stitched. The intestine 
is now separated from the cancerous mass and at- 
tached to the lower border of the stomach by end to 
side anastomosis by means of a Murphy button, and 
omental stumps joined together. 
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| Operations on the stomach for cicatricial stenosis — 
are not new, but some points are worthy of review in 


the light of recent experience. The old operation of — 
divulsion may. properly be abandoned in view of bet- 
ter and more certain procedures.. The frequency with 


which the stenosis returns renders the operation only 


a temporary expedient, and while some of them may 


be permanent in their results, pyloroplasty and gastro- : 


enterostomy are properly the operations of election. 


From personal observations and from the experience __ 
_ of professional friends, it appears, in my judgment, 
that gastro-enterostomy is to be preferred. Pyloroplas- 


tic operations made in fields occupied by proliferating — 
and contracting tissues lack the certainty and per- | 
manency of operations in tissues which do not possess 


the elements of pathologic change, and while many 


of the results will be remotely satisfactory, yet it 
seems, from the evidence at hand, that gastro-enteros- 
tomies are less likely to be followed by obstructing 


eontractions. Even admitting that stitching carefully 


done will not leak, gastro-enterostomies by means of 
a Murphy button are much more safely and rapidly 
accomplished. As pointed out by Mayo—whose ex- 


perience is not surpassed by any American surgeon at ~ 


least—stomach to intestine anastomosis by suture is 
much inferior to the button operation on account of 


the thickened stomach walls incident to the hyper- 


trophic changes which occur in dilatation from pyloric 
stenosis. In cases of valve formation from the de- 
velopment of connective tissue bands which hold up, 
as it were, the pyloric end of the stomach, the dif.- 
ficulty and danger of bringing the pylorus into proper | 
relation to the abdominal wound for operative work 


render pyloroplasty impracticable. In these cases. 


gastro-enterostomy is the operation of election. It 
is no doubt true that a large number of stomach cases 
suitable for operation are overlooked by the physi- 
cian than appear at the surgical clinics, and are 


treated as gastric catarrh and other ailments of this 


organ, until very serious organic changes have oc- 
curred, whereas a complete diagnosis and surgical 


_ treatment at the proper time would be of great benefit 
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to the patient. - ‘It is regarded as proper to resort to 


operative treatment in diseases of other abdominal 
organs of a progressive character before the patient is 
exhausted, and the same logic should apply when 
progressive obstructive difficulties of the stomach ex- 
ist, thus affording a more ready escape of the contents 

Abdominal traumatism forms a very interesting 


chapter in accidental surgery. Some very valuable 
contributions have recently been made on this subject, 


notably a paper by Dr. Jonas, of Omaha. It is granted 


that certain traumatic injuries to abdominal organs 
may be successfully treated surgically by abdominal 


section, but except in injuries to the kidneys or blad- 


der, or in cases of penetrating wounds, the difficulties 
of diagnosis are so great as to seriously limit the ap- 
plication of surgical means. The damage done to the 
intestine may be immediate rupture, or it may be of 


_ such a character as to lead to a localized necrosis with — 
subsequent perforation. In these cases, to save life 


an early operation must be made. If operative meas- 
ures are to be undertaken, they should be early and 
before a certain diagnosis can in most cases be made. 


It so often happens, however, that apparently serious 
abdominal injuries occur which rapidly recover, and, 


on the other hand, serious and fatal injuries are in- 
flicted with very moderate symptoms at first, that the 
surgeon must always be in doubt as to what course to 
pursue. To open the abdomen and find nothing, places 
the surgeon’s diagnostic ability in doubt, and to open 
the abdomen and find extensive and irreparable dam- 
age, quickly. followed by death, subjects the surgeon 


to censure. Therefore, to know just in what cases to — 


operate involves gifts which ordinary men do not 
possess. 

| Hemorrhage from rupture of mesenteric vessels 
would seem at first to afford symptoms to be easily 
recognized, but I am sure that this is not always the 


case, and it very frequently happens that associated — 
with hemorrhage are other lesions which must se- 
riously obscure the symptoms from bleeding. A case. 


has recently come under my care of a man who was 
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cuaghit between the deadwoods of two cars, from be- 
fore backwards. I saw the man six hours afterward. 
There was some shock, pulse 120. Surface warm. No 
marks were found on the body, but it was known that 
he had .been caught between broad surfaces. The 
man suffered considerable pain. I saw him at night | 
and under very unfavorable surroundings. Taking all 
the facts into consideration, I could not make a suf- 
ficiently clear diagnosis to warrant me in undertaking © 
an abdominal section. The man died before morning, 
quite suddenly, although we had some premonitions 
of the coming event in the more rapid pulse and hur- 
ried breathing, but there were no symptoms of col- 
lapse or change in the temperature of the body. A 
post-mortem revealed a large quantity of dark, unco- 
agulated blood in the abdominal cavity. Between the © 
folds of the mesentery was found a tumor five inches : 
in length, three inches in width, and about two inches > 
in thickness; it was quite movable, but its natural po- 
sition appeared to be over the vertebral bodies, just 
below the transverse colon. The jejunum, two feet . 
below the stomach, was completely torn across and 
the free ends were lying on either side of the tumor, 
with the mesentery stripped back a distance of two 
inches and torn so as to slip over the upper end of the 
tumor. The indications were that a loop of intestine 
had been caught between the abdominal wall and the 
tumor, torn across, and the ends pushed to either side 
of the tumor and the mesentery torn to correspond to 
the upper half of the growth. The tumor showed evi- 
dences of violent compression, and while it was held 
fast_in its dense mesenteric capsule, it was almost 
black. On separating it from its capsule it was much > 
pulpified in part. A microscopic examination showed 
it to be a lipoma. 

A point of interest in this case is the rarity with 
which fatty tumors are found in this locality. Cer- 
tainly no symptoms of this growth had been expe- 
rienced during life. On examining the abdominal or- 
vans in general no gross lesions were found except as 
~nbove described. The mesenteric vessels were deeply 

injected—the veins in particular. The hemorrhage 
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appeared to have come from the ruptured veins in the 


torn mesentery. It was quite surprising to me, in view 
of the large quantity of blood in the abdominal cavity 
and in the dilated mesenteric veins, that the symptoms 


of shock were not more severe. Reviewing all the 


facts in the case, I cannot now discover any sufficient 
reason for an abdominal section, and I felt thankful, 


after making the post-mortem, that I decided against | 


operative procedures. For while a resection of the 
injured intestine might have been accomplished, the 
paralytic and dilated condition of the vessels, the dark 
and ecchymotic intestines, the necrotic condition of 
_ the tumor, clearly pointed to the fact that our efforts 
would have been in vain, and would have exposed us 


to censure. The broad surfaces and the great force . 
applied indicated a wide- -spread. damage which could 


not have been successfully repaired. 


In contrast with this a case came under my obser- 


vation many years ago—before abdominal operations 
- were extensively performed—which illustrates the 


possible advantages of abdominal. section if-a diag- 
nosis could have been made at the proper time. A 


. boy 14 years of age was struck in the right iliac region 
by a rocket accidentally discharged into a crowd. 
For five days no symptoms of a severity sufficient to 
excite the attention of his friends appeared. On the 
sixth day he fell into a condition of collapse. I was 


called a few hours before he died. On making a post- 


mortem examination I found a ragged opening three- 


fourths of an inch in diameter in the head of the colon, 


through which the contents of his bowels escaped into 
the abdominal cavity. It was clear in this case that 
the extremely localized nature of the force applied 


had so thoroughly impaired the vitality of the intes- 


tine that necrotic changes had taken place to the 
extent of permitting a perforation, which led to the 
escape of the intestinal contents. If this condition 
had been known, the damage could have been re- 
paired. 3 

A number of cases varying in character between 
these two have come under my care, and I regret to 
say that the failure to make a full diagnosis has re- 
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sulted in a failure to treat any of them surgically, and 
for my own mental comfort it has been proved that in 
the great majority operation would have been useless. 
This does not apply to penetrating wounds of the ab- 
domen or to injuries to the kidneys or bladder. : 
The discussion of the proper treatment of appendi- — 
citis does not seem to have yet been closed. Not only 


_ is there a wide difference of opinion between physi- 
cians and surgeons, but also among surgeons them- 


selves. Not long since a physician in large practice 


made the statement in a medical society—for my ben- 


efit—that the surgeon had had his “innings” and now © 
the disease belonged to the physician, except in a lim- 
ited number of cases in which it was evident that pus 


existed. This statement may be taken as a fair ex- ae 


pression of the condition of mind among a large num- | 
ber of physicians as to the treatment of this disease. — 
This is no doubt due in a great measure to the fact 
that a considerable percentage of genuine cases of ap- 


_ pendicitis recover without operative treatmént, and 


to the fact that cases of colitis or irritation of the 
the colon due to the presence of fecal matter are 
mistaken for appendicitis and promptly recover — 
on the administration of a saline cathartic. The — 
radical and unguarded expression of opinion on 
the part of a considerable number of younger sur- 
geons has no doubt contributed to this opposition, as 
well as the extreme conservatism of certain older sur- 
geons. The unqualified statement that all cases 
should be operated on as soon as the diagnosis is made © 
is no doubt productive of much harm in the hands of 
I believe there is 
reason to look upon operations made between the 
third or fourth and the eighth day as particularly 
dangerous, unless the highest degree of skill is em- 
ployed, and if the diagnosis is not made earlier than 
the fourth day, results which will tend to discredit 
the operation will most certainly follow. It therefore 
occurs to me that surgeons who believe in early opera- 
tions should indicate more clearly how early after the 
disease has made appearance an operation can be 
made with the greatest safety. My observation is 
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that to operate at any time and break down the ad- 


hesions, remove all infected tissues, and depend on 


gauze dams to protect the abdominal cavity is at- 
tended with too much danger to be lightly considered 
by the average surgeon, who may have an ambition 
to do operative work. A few surgeons of great ex- 


perience and dexterity may no doubt safely ignore the 
element of time, stage of disease, or condition of the 


appendix. If it is true that there is a time too late 


for an early operation, and too early for a late opera- 


tion, it should be so stated. The great surgeons, to 


whom men of lesser ability and experience look to for 


guidance, owe a duty to those less fortunate in fur- 


nishing safe guides for them to follow, for it is true 


that a considerable amount of emergency surgery 
must of necessity be done by these men of lesser 
ability and experience. For the purpose of stimulat- 


-ing the highest order of surgical skill what may be 


done should be pointed out by leaders in the surgical 
field, but at the same time it is no less important that 
lines of greatest safety should be clearly indicated 
when considered from the standpoint of the average 


% surgeon. For my own part I believe that operations | 


made within the first thirty-six hours offer the best 
-- results, and if the time comes when the diagnosis 
can be made within that time, and the attending phy- 


‘sician and patient will agree to it, the mortality from 
this disease will be greatly lessened. — But until that. 


time comes it will be safer to consider the disease as 
a surgical one, and leave the question of operation to 
the surgical sense and judgment of the attendant, or 
consulting surgeon, without being ia by a 
fixed rule of procedure. 

In our every-day practice among women, we meet 
constantly with displacements of the uterus, which 
are the source of much discomfort and often distress 


to the patient who seeks our advice and aid. Many — 


of these patients have for years perhaps endured 
great suffering from the direct influences of the faulty 


position of this organ and the reflex disturbances — 


arising therefrom. The burden finally becomes too 
great to be borne longer, and she now, after much hesi- 
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tation, applies to the gynecologist. She has had much © 
local treatment and has worn pessaries, but all to no— 
permanent good, and patient and physician at last 
arrive at the conclusion that other means must be 
found. Fortunately, through the enterprise of gifted | 
surgeons and gynecologists, methods have been per- 
fected by which the uterus can be lifted from its ab- 
normal position and restored approximately to its 
proper relations. The methods which are generally - 
employed have been from time to time severely criti- 
cised and may have temporarily fallen into discredit. 
This may have been due in some measure to faulty 
préliminary preparation of the organ for the opera-. 
tion which had in view the holding of it in proper 
position and partly to the injudicious selection of 
- method as applied to the particular case. The indis- 
criminate resort to the Alexander operation at one 
time seriously discredited this most excellent pro- 
cedure, for it was found that if a large and heavy 
organ was lifted up from a most capacious vagina ~ 
which had had the integrity of its walls seriously im- 
paired by previous lacerations and stretching, it soon 
dropped back into its former unfortunate position; © 
or if the operation was resorted to when the uterus 
was bound down by adhesions, or if the ligaments 
were not shortened properly, the result was a failure. 
But we have been taught that if the organ has been ae 
—curretted and the damaged vagina or perineum re- 
' paired by correct operative procedure, and if no ad- | : 
hesions interfere with its mobility, the prolapsed 
uterus in one instance or the retroverted uterus in > 
another may be corrected by shortening the round / 
ligaments to the great satisfaction to the patient and 
surgeon. When adhesions exist and the organ is held 
in a faulty position in consequence, or if complete 
prolapse exists, quite a different operation is needed. 
Suspending the uterus by some form of abdominal 
suture has been very freely condemned, on account 
of certain dangers which are said to exist, particularly 
in subsequent pregnancies. The uterus being fixed, 
is unable to rise up in the abdomen and thereby se- 
riously complicates the course of events. This may 
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be true if absolute fixation is made in the abdominal - 
walls. But suspension, while less certain as to per- 
manency of results, obviates the danger to a great 
degree during the child- -bearing period. In my own 


limited experience suspension to the parietal peri- 


toneum by means of two mattress sutures has been 
quite satisfactory after the uterus has been liberated 
by separating the adhesions. I have been assured by 
professional friends of the same fact. 

In cases of women suffering serious inconvenience 
from displaced and adherent uteri, it may be a proper 
question to consider if it would not be better to re- 


- move the organ by an hysterectomy rather than to sus- 


pend it. I am inclined to think this plan promises the 
best results if certain diseased conditions of the organ 
exists and there are associated serious nervous phe- 


nomena. The dangers of the two procedures cannot 


be materially different and complete relief will be 


more certain to follow hysterectomy. In complete 


prolapse of the uterus, so often’ met with, in women 


past middle age, a more thorough fixation is necessary, 
preceded by an amputation of the enlarged and eroded - 


cervix. In the earlier years of my practice I have 
undertaken to hold the uterus in proper place by plas- 


tic operations on the vagina, but the results were not 
-as permanent as could be desired. Of late years, in 


addition to the operation on the vagina, I have fixed 
the uterus by suturing it into the abdominal walls 
with much better results. eee 

In all forms of abdominal suspension or fixation we 


cannot altogether ignore the possibility of intestinal 


obstruction from a loop getting fixed between the 
uterus and abdominal walls, but such accidents must 
be exceedingly rare. It may be admitted also that all 
abdominal operations expose the patient to the pos- 
sibility of intestinal obstruction from bands of ad- 
hesions, yet by a careful disposition of the colon and 


proper replacement of the omentum, little danger 


from this source need be apprehended. 
In connection with diseases of female pelvic organs, 
including the uterus and its appendages, when opera- 


tive procedures are considered the relations of certain 
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nervous phenomena, which are often present, to the 
disease is a matter of the. utmost importance. The © 
mistake of supposing that the nervous symptoms are — 
primarily due to the disease of the uterus or ovaries 
is often made, and many operations have been and 
are being done that afford no relief, or even aggra- 
vate the nervous trouble. There is certainly no con- 
stant relation between the pelvic disease and the de- | 


gree of nervous suffering. It is not to be supposed, 


however, that the indications for an operation can be 


- mneasured by any such consideration as this. It is 
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a common experience to find neurasthenic women with > 
an ovarian tenderness, sometimes as a matter of fact, — 
and often the result of suggestion,—a condition not — 
unlike that met with by the railroad surgeon as the 
result of constant suggestion in claims for damages 
when the attention is directed to the spine as the sup- 
posed seat of disease, following perhaps a slight in- 
jury or fright. The effect of frequent inquiry and ex- 
amination of the pelvic organs in these cases leads 
the mind to accept readily the theory of the pelvic 
origin of the symptoms, and the gynecologist is often. 
led into the same error, and finds, or thinks he finds, 
evidence of cystic degeneration or increased density 
of the organs, when in fact, after removal, it is diffi- 
cult to find any pathologic change, or discover any 
benefit from operation. The surgeon is indeed fortu- 
nate who has not had some experience of this kind to 
record. 

It is a fact, supported by many observations, that 
serious diseases of the pelvic organs are attended by 
very moderate nervous symptoms. It has often oe- 
curred to me that an important point in the differen- 
tial diagnosis between nervous phenomena associated 

with some slight or imaginary disease of the ovaries 
and the real suffering from genuine disease lies in 
the distinguishing between a general morbid state of 
the nervous system and a local pain aggravated at the 
menstrual period. A safe rule, I take it, is to ignore — 
the nervous phenomena and consider if the patient 
has a real disease of the uterus or its appendages. 
_ If she has not, it is better to send her to a neurologist. 
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In a few instances intense pain is experienced at the 
menstrual period when a physical examination fails 
to reveal any satisfactory evidence to account for it, 
and an operation reveals some finer changes in the 
organs which could not be discovered by a local ex- 
amination and operative treatment brings very satis- 

- factory results. After exhausting every means to dis- 
cover a special local cause for the pain, either in the 
uterus or other pelvic organs, and failing to ascertain 

particular or general cause, or of obtaining relief 

_ by other means, operative treatment may be resorted _ 
- to when the patient is made miserable by the con- 
- stantly recurring suffering. Twice I have found the 
: appendix to be the offending cause where no Symp-- 
_ toms pointed to this organ. I have found in a few in- 
fs stances that the pain was due to a chronic endome- 
_tritis, and was completely relieved by currettement 
and drainage. The comparative frequency with which 
the uterine appendages are found diseased among in- | 
-_ mates of insane hospitals has contributed much to the 
_ belief that a certain reflex influence is exercised by 
i these diseased organs upon the nervous. system, the 
S continuance of which finally leads to a degree of men-. 
tal disturbance and therefore gives warrant to radical 
treatment. If actual disease of a disturbing character 
really exists, there can be no. doubt as to the advisa- 
bility of operative treatment with a reasonable expec- 
tation of accomplishing some good. But in view of 
the fact that heredity and other general conditions. 
are important factors in producing nervous and men- 
tal diseases, the surgeon must not be too sanguine of 
obtaining curative effects from operative treatment. 
In some insane hospitals a considerable number of 
women have been operated on in the hope of cure, or — 
at least with the expectation of bringing about some ~ 
amelioration of the nervous and mental symptoms, 
but I am informed that very few cures are accom- 
plished, and the relief has, in a very considerable per- 
centage of cases, been of a doubtful character. Not 
only in‘insane hospitals, but in alms houses and pris- 
ons are found a large percentage of women suffering 
from diseases of the uterine appendages and without - 


° 
aa 
wr aa 
4X 
ee 
‘ 
ae 
~ 
* 
- 
i 
3 
i 
me” 
‘ ? 
7 
~ 
~ 
Ne 
j 
| 
— 
i4 
44 
“ 
+4 
} 
| 
| 
a 
4 
| 
i 
* 
4 
i 
- 
> 
f 
~ 
- 
* 
a 
4 
! 
j 
4 
- 
~ 
4 


A 


= 


\ 


32 WHSTERN SURGICAL AND GYNECOLOGICAL ASS'N. 


there being any suspicion of nervous disease other 

than the degeneracy which is found in this class of 
persons.. This fact alone lessens materially the as- 
sumption that-any considerable number of unfortu- — 
nates found in an insane hospital are brought to their 

unhappy condition of mind as the result of pelvic dis- 
ease even if it is found present. It is*true that many 


women are great sufferers from uterine, ovarian, or | 


other pelvic diseases who are not neurasthenic and 
are properly entitled to relief at the hands of the 
surgeon. It is also true that many neurasthenic and — 


hysterical women suffer likewise from the same class 
of disease which have an unfortunate influence on 


their delicate and unstable nervous systems, and more — 
urgently demand surgical relief, and it is none the less 
true that insane women are entitled to the same con- 
sideration; not so much with the expectation of. 
curing their insanity as for the purpose of adding to 
their comfort and safety and to remove an aggravating 
influence which in asylums where surgical treatment 


has been resorted to has been very satisfactorily ac- 
complished. It is well known that certain forms of 


insanity has bee~ cured by a proper treatment of | 
bodily ailments, 1d in so far as pelvic disease is a 

factor in undermining the health of the patient, 
these diseases need the most careful consideration and 
treatment, with a reasonable expectation that such 
treatment will contribute to the restoration of a 
proper mental balance. 


THE CURETTE AND ITS USES. 


By W. L. DOWNING, M.D.., 
MOULTON, IA. 


In presenting a paper on this subject I feel that I 
owe an apology to this society in view of the fact that 
it seems so common place; however, if I shall succeed 


in awakening renewed interest along this line, I shall 


feel abundantly repaid for all my efforts and that my 
time has been well spent. 


The past decade has wrought a revolution in our 


theories of pelvic inflammation. Ten years ago the 
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average practitioner knew but little of the use of the 
uterine curette, having been taught to depend largely 
upon intrauterine irrigation for the relief of all 
troubles within the endometrium. If this would not 
suffice for the relief of infection due to retained sec- 
undines, he was urged to introduce the thoroughly 
scrubbed fingers into the cavity of the uterus, peel off 
the dead, decomposing membranes, and then follow | 
with irrigation; but it was not long until it was found 
impossible to render the finger perfectly aseptic, while 
at the same time it was known to be an easy matter 
to sterilize the metallic curette. I have always rec- 
ognized the superior ability of Dr. Price, of Philadel-. 
phia, but was indeed surprised, a few weeks since, to 
see a statement coming from him at the Pennsylvania 
State Medical Society to the effect that forcible dila- 
_ tation and curettement have been the direct cause of 
more abdominal sections for the removal of suppu- 
rating appendages than any other; that, therefore, | 
_ the curette should be used only after examination by, | 
and consultation with, the most experienced men; 
also, that the finger was more sensitive and just as 
effective asthe curette. 

-I can readily see how dilatation ani£curettage could 
be the cause of many suppurating appendages, but 1 
cannot understand why, in this day of antisepsis, and 
better qualification of physicians and surgeons gen- 
- erally, than ever before, that it should be so. That the 
finger is more sensitive I'am willing to admit; that it | 
is just as effective I deny. It is needless to say that 
the curette is often used when it is impossible to use 
the finger. I believe I shall be supported by you in the 
statement that the same practice with the curette as 
with the finger will give, with equal care, less danger 
of infection and -much better results. 

I have no patience with the dull curette, contrary 
‘to my early tutorage, which would have me believe 
that since the curette was only used where there was 
uterine inflammation of greater or less intensity, and 
since, as a natural consequence, there was softening of 
the uterine walls, there was great danger of perfora- 


tion. Of course, there is some danger of perforation, 
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but I believe there is greater danger to come from the 
_ debris remaining in the cavity of the uterus after the 
use of the dull instrument. I have seen so much mis- 


chief come from the use of the wrong curette in the © 


right place that I feel I am pardoned by you already 
for being an enthusiast along this line. I wish fur- 
ther to state that I have little sympathy with that 
class of practitioners who persist from week to week, 


month to month, and in some instances now in mind, 


even from year to year, in the pernicious practice of 
making local applications of carbolic acid and tincture 


of iodine to the endometrium, in the office, from one to’ 


three times a week, only to fill their purses, for the | 


time being, with the hard earned cash of their pa- 
tients, endeavoring to earn the name gynecologist, 
when at last they will be brought, in many instances, 
to a realization of the fact that after all they have only 
been palliating, and soon after the treatments have 


been omitted their patients suffer fully as much and 


oftentimes more. Why not give them the benefit of 
the sharp curette at once, and thus do in one opera- 


tion what it will take, oftentimes, months to accom. 


plish by local treatment with much less expense to 


your patient and much more to your honor and glory 
in the end. 


I beg pardon, while I relate a few of the cases that 


have given rise to the faith that is within me: 
_ Mrs. W., aged 32, began menstruating at 16, married 
at 19, mother of three children; became infected at 


last birth and had pus tubes, which, together with 


both ovaries, were removed soon after. Convalescence 
from the operation was slow and tedious. For a long 
time she could be upon feet only with great difficulty, 


and then by aid of crutches. She could not stand : 


erect, owing to certain drawing sensations low down 
in the abdomen, as she expressed it. She came into. 


my office first five months after the removal of her 
tubes and ovaries. Upon examination I found the 


uterus enlarged and tender to the touch; large, ten- 
der, swollen cervix; os eroded, with tenacious muco- 
purulent discharge; great tenderness in left broad 
ligament; anorexia. She was thin in flesh, very 
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nervous, and could not -rest of nights. For four 
~ months she had been subjected to the tri-weekly ap- 
plications of iodine and carbolic acid to the endome- 


trium, with glycerine tampon in the vagina and luke- 


Warm vaginal douche on the following morning. I 
visited her at her home, ten miles in the country, on — 
the following Sunday evening, put her under ether; 


scrubbed external genitals with castile soap and hot 


1 to 1,000 bichloride solution, irrigated vagina with 1 
- to 2.000. also the uterus with 1 to 3,000, after first di- 
lating the cervix, and then with a sterilized sharp | 
_ curette went thoroughly and systematically over the 
entire surface of the endometrium, giving especial 
care to the clearing of the cornua, finishing with thor- 
ough irrigation with simple sterilized hot water to — 
wash away the debris. I then painted the entire en- 
~dometrium with pure carbolic acid, pushed narrow 
strip of iodoform gauze to the fundus, packing the 


vagina well with the same, and applied vulvar pad 


_ with “T” bandage to hold in place. The iodoform pad 
'. and packing were removed at the end of forty-eight © 
hours, followed by a very hot vaginal douche of two 


and one-half gallons of boiled water, the douche oc- 
eupying twenty-five minutes. She was now instructed 


to remain quietly in bed, to use a very hot vaginal 
douche of two and one-half gallons of water at bed- 


time each night, lying flat on her back, with hips ele- 
vated; to keep bowels soluble with salines, taken in 


hot water, and to take freely of milk, eggs, and stale 
browned bread. She was placed on such. medicines 


as met the indications. This was the last I saw of her 


for three weeks, when to my surprise she walked into 


my office perfectly erect and unaided. Digital ex- 
amination now revealed but little tenderness and lit- 


tle discharge. The constitutional condition also was 


much improved. She now manifested but little of her 
former trouble. -She was this time placed upon gen- 
eral tonics, instructed to continue the nightly douche, 


and now, after the lapse of eleven months, continues 


quite well, and for six months past has been doing 
her own house work. 


Miss A., aged 22, seamstress; of good family, having 
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formerly been in good health, menstruation regular 
and natural so far as could be ascertained, and began 
at 16. Because of exposures and hard work she 
frequently took cold and soon began to suffer from 
menorrhagia, with some pain and disturbance of gen- 


eral health. <A little later metrorrhagia began, with 
considerable mucopurulent discharge between hemor- 


rhages. Upon examination the hymen was found to | 
be intact, the parts somewhat irritated, the cervix en- 


~ larged, eroded, and softened. She was advised to re- © 
- main away from the shop, to spend practically all of 
her time lying down, and was given large vaginal in- 
jections of very hot water, each night at bedtime, © 


together with general tonic treatment. After three 
or four weeks, improvement not being so rapid as was 


desired, curettement was advised and consented to. 


She was thoroughly anesthetized, and every vestige 


of endometrium down to the muscular walls removed, 


with same iodoform gauze packing, together with 


nightly douches and general tonic treatment as in 


previous case. At the end of six weeks she was much 
improved. At the end of three and one-half months 
complete cure was effected. Sixteen months have now 


- elapsed, with no return of the trouble, although she 


went back to her former occupation quite a while 
ago. | 

Mrs. C., aged 35, teacher in the public schools, three 
and one-half months pregnant. Both she and her hus- 
band were considerably worried on this account, for 
she would soon be forced to give up her winter term 


of school. At length having dismissed two weeks for 


vacation; they determined to see if they could not get 
rid of it in some way. They sought a physician in a 
neighboring town, who for a nominal sum slipped a 
hard English rubber catheter into the uterus. They 
were instructed to say nothing, and if things did not 
go well to see Dr. Downing, of Moulton, as he was a 
quiet, still-tongued fellow not in the habit of publish- 
ing his cases, and was amply able to give her intelli- 
gent care. Two days after the introduction of the 
catheter uterine pains set up, followed soon after by 
the discharge of a small fetus; pains continued at in- 
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tervals after this for three days, with occasional dis- 
- charge of blood clots, followed by freer bleeding for a 


while. I was now called in great haste. Upon my ar- 
rival I found temperature of 105°, pulse 140, small and 
_thready; cool, clammy perspiration, with nausea and 
vomiting. All this had been preceded by a very hard 
chill, lasting fifty minutes, with heavy shaking of the 
body and chattering of the teeth. Two similar rigors, 


but of lighter character, had occurred during the pre-— 


ceding forty-eight hours, with high fever and rapid 
pulse. Digital examination revealed dilated os, with 
something soft projecting from and almost filling it, 
which I took to be placenta. Vagina hot, with very 
- offensive discharge. I lowered the head, gave 1-20 gr. 


strychnia, hypodermically, sponged from the umbili- 


cus to feet with castile soap and hot 1 to 1,000 bichlo- 
_ ride solution, irrigated vagina with 1 to 2,000, uterus 
_ with 1 to 3,000, thoroughly scraping away everything, 
continuing this latter solution all the while, finishing 


- with simple hot water. I now painted cavity of uterus 


with Squibb’s tincture iodine, thoroughly packed it 
with 10 per cent. iodoform gauze, with vulvar pad and 
bandage. I left the foot of the bed elevated, gave 
hourly doses of + gr. mild chloride until bowels be- 
gan to show some disposition to move, then followed 
with salines until operations were very loose and 
watery; also gave 5 grs. quinine every three hours. 
Returning the next day, I found the bowels very loose, 


skin active, temperature 101°, pulse 108; removed 


gauze, again irrigated uterus with 1to3 000 bichloride 
solution, repacked with gauze (this time lightly). 
From this time on temperature rapidly subsided and 


the patient was soon on the high road to recovery, and 


I might add ready to begin school again. 
I might continue to enumerate other cases, but this 


would only be to repeat; and since surgeons nowa- 


days pretty generally agree that all inflammatory dis- 
eases of the uterus have an infectious origin, an in- 
fected endometrium should be no exception to the 
rule; it should be treated same as an infection in any 
other part of the body,—amputated, by the free use 


of the curette. Now to enumerate in conclusion, the 
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sharp curette should be ae in every case of endome- 


tritis not readily relieved by local application of tinc- a 
ture iodine and carbolic acid, together with nightly 
hot vaginal douche; in fungoid growths of the uterus; 


in incomplete abortions or miscarriages, or after labor 


in the grossly neglected cases in which the woman has 


been allowed to go for some time without removal of 
the membranes and parts of the placenta; in fibroid | 


tumors of the uterus; in malignant disease where 


there is frequent loss of blood and the patient will 
not submit to extirpation. In all such cases I have — 
no hesitancy in saying that, in my opinion, there is 


DISCUSSION. 


Dr. W. J. WitiiaMs, Adel, Ia.: In the first part of his 


paper the essayist condemned the use of the finger, and I 
-~wish to take issue with him in regard to ruling out the finger 


altogether. I wish to refer to a case that I saw a few days 
ago, and similar cases have occurred in my practice four or 
five different times. About two weeks since I was called 


_to do a curettement for another physician. The history 


was that previous to this time, about six weeks, the woman 


had a miscarriage. The physician was called within a 


few hours, and found apparently that everything had come 
away; the womb had contracted forcibly and completely. 
The woman seemed to be in good condition and remained so 
for two or three days, shortly after which she went into a 


condition of decline; hemorrhages occurred, and soon a 
fetid discharge took place. But not referring the matter to 


a physician, the woman was allowed to drag along until the 
end of about six weeks, when there were all the evidences of - 
septic absorption. The physiqgian’s wife, who was also a 
physician, was called to the case and quickly assumed that 


her husband had not removed the after-birth. She pro- 


ceeded to place the woman in the proper position, went to 
work with a sharp curette and pulled and tugged and 
scraped out what she thought was the retained, after-birth. 
Not being satisfied that her work was complete, I was sent © 
for, and without getting a history of the condition of the 
woman previous to her miscarriage, I undertook, under an- 
esthesia, to do a sharp curettement. I soon found that I 
had encountered material that did not resemble the normal 
after-birth. I dilated the cavity; there was already a septic 
condition, and I saw.no reason why my clean finger might 
not be introduced, as I was desirous of knowing what was 
there. I found a large, tough mass of fibrous tissue, it being 
what was left of a cornified mole, which was adherent to 
one side of the uterus. I am quite sure the use of the sharp 
curette would not have availed me in this case. The ruling 
out of the finger in septic cases is a mistake. We can do 
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with the finger that we cannot with the 
curette,. 

Dr. Downine (closing the discussion): I do not wish to 
understood as discarding the use of the finger altogether. — q 

| In the first place, I feel that it is very essential to be sure is 
of the condition. The finger is a great aid, but I simply v7. 
meant to convey the idea that there were many cases in °e 
which we could not ; possibly use the finger. | is 
HOW SHALL WE CURE POSTERIOR DISPLACE. i. 
MENTS OF THE UTERUS? a 

By D. C. BROCKMAN, M.D., a 

OTTUMWA, IA. 

~~ J have no new operation to offer you, nor even to i 
ior a modification of some old one, nor do I for a 
moment feel myself called upon ‘to tell the members 
of this learned association a better method of opera- 1 
ting than is now followed, but I offer this brief paper a 
hoping I may be able to so introduce the subject that i" 
it will draw out a discussion which will ‘be beneficial i 
to all; for there is no gynecic condition more fre- i 
quently met, nor more unscientifically treated, ‘than 
this which afflicts the great army of unfortunate i 
women who suffer from posterior uterine dislocation. 1 

| 


There have (been enough operative procedures de- 
vised, 'the multiplicity of these being because the con- 
ditions are so various and subject to so many compli- 
cations that no one operation can cure all. In review- 
ing the literature we find that when a new operation — 
is born its progenitor offers as an excuse for its appear- 
ance the fact that all previous operations ‘have failed 
ina great number of cases. He then shows the great 
superiority of his operation over all previous ones, — 
and ‘his arguments in its favor are only equalled by 'the ~ 
claims of the inventor of a new and perfect truss for 
the cure of all varieties of hernia. 

As a miatter of fact. we will best serve the interests 
of our patients if we spend more time in a careful 
ae analysis of the causes and conditions complicating 

ae backward displacement, and ‘then, as a result of the 
study of each individual case as presented to us, see _ 
what will most nearly return the organs to their nor- 
mal position in each particular case. When a patient 
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comes to us demanding an unfailing cure for her retro- | 
displacement, we are obliged to tell her we have no- 
certain method except through a surgical operation. 

Not every case requires an operation, for we all know 
that many cases, in patients who can take proper care 
of themselves, may be remedied symptomatically, and 
not a few anatomically, ‘by proper conservative treat- 

ment. ‘These are cases which prefer being “tied to 
the doctor’s office” for an indefinite time rather than 


undergo an operation. These are the cases 'that should 


go to ‘the mechanical genius who, after he has reduced 


the dislocation, can fit a pessary that will hold the 
uterus in place without causing pain. 


There is a class of surgeons who are constantl: y con- 
demning pessaries, because with them they have done 
more harm than good. These are the men who “pick 
out” an instrument ‘to fit the case instead of “making”’ 


one to fit. Such men have no business 'to ever try to 


fit a pessary, and I am just a little in doubt whether 
or not they ‘have any ‘business to practice gynecologic 
surgery at all. 

Now if we will let this well-to-do woman, with a 
movable uterus, and tolerably healthy adnexa, feeling 

well most of the time, with a fair chance of ultimate 
cure by conservative means, ‘have the privilege of de- 
clining a dreaded operation if she so elects, and ‘turn 


our attenition to her less fortunate sister, who has a 


firmly adherent uterus, with diseased tubes, who, as a 
result of injuries received during confinement, is dis- 
abled, who must work ‘hard to support her family, and 
who prefers to be quickly cured by a not dangerous 
operation, it will be better for all concerned. These © 
are the women who demand a cure, and we are to 
decide how. . In a general way there are three points 
of attack: Through the anterior vaginal vault (vaginal 
fixation), the round ligaments by way of inguinal ca- 
nal (Alexander’s operaition), and by intra-abdominal 
suturing (suspensio uteri), or intra-abdominal shorten- 
ing of round ligaments. Each of these methods has its 
own advocates and defenders, and in carefully selected 
cases eaich operation may ‘be used to advantage. 
Vaginal fixation ‘has.a limited ffield, anid for obvious 
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reasons ean be used only in women past the possibility | 


of maternity. While it has many warm friends, I 
must admit there are so many advantages offered by 
other methods that I do not feel called upon to advo- 
cate it, unless a vaginal section has been made for 
some other purpose. The fact that a few cases of dys- 
tocia have followed the older hysterorrhaphies has led 
many operators to advise an intra-abdominal shorten- 
ing of the round ligaments, as suggested by Palmer, 
Dudley, and Mann. No one will deny that taking up 
the slack in relaxed round ligaments is the only way 
to produce a perfect, anatomical cure in these cases, 
and such an operation cannot possibly result in injury 


to the patient in case of pregnancy. But when we con- . 


sider that this is a comparatively difficult operation, 


one that quite frequently fails on account of giving 


way of the sutures or some defect in the way the 
stitches are placed, and when we know that no dys- 


_tocia has resulted from the modern method of suspen- — 


' sion, and tha't the results are all that could be asked, 


SO far as symptomatic cure is considered; that the 


operation is quickly and easily done, and that any 
tyro in abdominal work can do it successfully, I see no 
need of adopting the more complicated procedure un- 
less there is some special reason in the individual case. 


The main questions for us to decide then are, when 


shall we do Alexander’s operation, and when a sus- 
pensio uteri? 

_ Tt is very evident that no one would attempt by 

either operation to cure a case in which there was, as 


there usually is, some gross form of uterine pathology, | 


as endometritis, with the resulting uterine hyper- 
plasia, or vaginal relaxation, allowing the inevitable 
descent of the organ. The first thing to do is, as far 


as possible, cure all the conditions ‘that have caused 
or are complicating the displacement, then decide on 


the operation needed, Usually these conditions should 
be remedied at the same time the other operation is 
done. It does not-seem possible that any one would at- 
tempt to cure a displacement by Alexander’s operation 
where the fundus was bound down ‘by adhesion or com- 
plicated by tubal disease. Yet such is being done con- 
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tinuallly. Neither should the shortened ligaments be 


has by years of constant teasing elongated all the liga- 
aa ments and tissues that are wont to assist in holding it 
ee in place. Yet these are oft-repeated crimes; and ‘the 
|) a resulting failure is charged against a valuable opera- 
- tion. A uterine tumor of any size that is not to be 


operation, as would a very: small] lax-fibered round 
ligament. 
Then we may logically Say that, for op- 


| limited in mobility by adhesions, (c) not in a condition 

of chronic inflammation, (d) not complicated by serious | 
| Me disease of tubes or ovaries or any form. of pelvic tu- 
| 


a mor, and (e) in which the round ligaments of usual 
size can be found at the time of operation. In 
ei é other words, we must have a simple, uncomplicated 
i ease of retro-deviation in order to get good results 
~~~ fom the procedure. Conversely, in all cases of back- 

ward displacement in which the abdomen must be 

opened for other reasons, the interest of 'the patient 

will ‘be best served by a carefully done ventral sus- 

3 pension, or shortening of the round ligaments. Any- 


surgical skill can do either operation, and can do iit so _ 
the mortality will be practically nil, and the results | 
will be eminently satisfactory so far as the | cure of 
the displacement is concerned. 

Instead of wasting your time in discussing the usu- 
ally simple procedure of finding the round ligaments— 
drawing them out sufficiently to cause the fundus to 
hug the anterior abdominal wall, and to suture them 
with a good quality of fourteen-day catgut or kangaroo 
tendon according to one of the various methods; or 
of attaching a surface of the posterior aspect of the 
fundus 'to the lower angle of the incised peritoneum 
with two or three sutures of catgut, I would very 
much prefer to invite your attention to some of the 
vicious errors ‘that are creeping into the surgery of 

these cases. 


asked to hold up a heavy relaxed uterus, nor one that | 


removed would vittiate the results of an Alexander’s 


eration to succeed, we must have a retro-displaced 
uterus—(a) not greatly above normal in size, (b) not - 


one possessing ordinary knowledge of anatomy 
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These simple, useful procedures have ‘been modified 


80 as to produce results about as baneful to the wel- 


fare of the patient as the inventive ingenuity of the 


versatile surgeon could well devise. I know of no 
more unnecessary or illogical procedure than the ex- 
tensive dilatation of the inner ring, as many operators 


persist in doing, by the introduction of the fingers for 
the purpose of breaking up adhesions or removing © 

tubes or ovaries, thereby paving the way to the hernia 
that almost inev italy follows. Of course no operator — 


~ ever has such results follow in this wake, ‘but the truss 


_ men are kept busy fitting someone’s victim, and scores: 
of these women turn up in hospitals and clinics, and 


their “last state is worse than the first.” 

- ‘The unnecessary mutilation and waste of “intra-ab- 
dominal time” necessary to dissect out (as is done by 
_ Fowler) the unyielding, inelastic urachus to form an 


anterior support, that cannot elongate in case of preg- _ 
nancy, 1s a frequently committed error, far worse in its” 


results than that following the comparatively tedious 


and difficult process of dissecting off a strip of peri- 
toneum and thrusting it through the posterior wall of 
the uterus, as done by Martin, or the isolating of the 


round ligaments and transferring them from their 


-. natural bed ito a place in the abdominal incision, yet 


these are all modifications of a useful and simple oper- 
‘ation that is much less harmful than they, and all have 
more points against than for them. 


In fine, I wish to protest against the substitution of. 


complicated, difficult, and frequently illogical, unscien- 
tific, and dangerous. procedures for those that are 
easily and safely done, are uniformly successful, but 
whose offense seems to be their simplicity. 


AN INTERESTING CASE OF COMPLETE ‘PRO. 
LAPSUS UTERI. 


By J. RUDIS-JICINSKY, A. M., M. D., 
| CEDAR RAPIDS, IA. : 
It has been the aim of the country doctor to help 
himself along at all ‘hazards in ‘his practice, especially 
in cases where there is no chance to call for assistance. 
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He knows the value of the thing that is always ready 


—the thing that is at hand—no matter how quickly 


he may want it. At such moments all the formulas, 


systems, and collections of pictures of our text- books, 
which might show ‘the various phases of procedure of 
leading authorities, have to be set aside, and the poor 
fellow, with the whole unpleasantness of profuse per- 
spiration over his brow, has to work to get out of the 
dilemma, with all the limitations and improvisations. 
Such cases are usually interesting, and perhaps enter-. 
taining, when we are through with them, but they may 
be also profitable both to the doctor and his patient % 


as well. 


‘November 22, 1297, while returning: from acallona 


convalescent from typhoid, on a farm about ten miles 


from our city, I was approached by another farmer, 
waiting for me by the road. He asked me to see his — 
wife, who, since the birth of the last child, was in a 
“peculiar” condition. My whole “armamentum” at 
that time was a medicine case, a few yards of new rub- 
ber tubing, pocket case, and “hypodermic.” The 
farmer surprised me with the demand that I must 
“cure” his wife, because the fellow over there got well. 
I had the confidence of the patient in advance, so to 


say, but my reputation was at stake. 


The patient, M. P., a Bohemian, was 32 years of age, 


of slight build, weishtive about 120 pounds, married 


twelve years, and the mother of six children,—eleven, 
eight, and six,—the other three being dead. Both cer- 


vix and perineum ‘were torn in an unassisted first 


labor; with the fifth child a protrusion of the vulva 
was noticed. She complained for years about exces- 
sive constipation, headaches, and vicarious menstru- 
ation. After the sixth labor—again unassisted—she 
noticed, first, frequent micturition, later, dragging 
pains, and, finally, a complete prolapse of the uterus, 
which ‘hung out at the vulva 5x34x8 inches, without 
vesical diverticulum, and there it remained for about 
four years, treated unsuccessfully by several mid- 
wives, two quacks, and a regular, who advised opera- 
tion. But they would not allow operative procedure. 

On examination, a large sac between the thighs, 
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dependent from the vulvar orifice, was found. Uterine 
eavity 34 inches. Anterior wall of vagina everted 
from cervix to urethra, which laid directly under the 


pubic arch. No part of the bladder seemed to enter — 


into the sac. Complete tear of the recto-vaginal sep- 
tum not present.* ‘Ascertaining the relation of the 
anterior wall of the rectum to ‘the sac,-I found that 
the walis of the uterus were excoriated and thickened, 
but the endometrium not changed. The woman merely 


complained of the inconvenience of the mass, the com- 
plete prolapse of four years’ standing producing no ef- 


fect upon her. She was feeling good otherwise, better 


than before, and performed her duties as a housewife 
with great care. Menstruation every four to five 


weeks. 


‘Having treated the excoriations with iodine and 


glycerine, I succeeded, after cleaning ‘the cavity of the 


uterus, in reducing the tumor en masse.t Now the- 
- question arose, how to prevent the coming down again 
_ without pessary at hand ‘to support the uterus for a 
length of time, have a perfect clean “terrain” without | 


possible operation? I ‘happened to think of my rubber 
tubing; made—after sterilization in hot water—a spi- 
ral pessary from it, which filled up the whole vagina. 
The layers of the tube, being connected with few 


stitches of silk, had openings for drainage and al- 
lowed a daily irrigation. “T” bandage applied, with 
-asmall opening for the urethra, and another for irri- 


gation. Under these circumstances the tube pessary 
(support) could remain in situ for about four weeks, 
and then, after a thorough cleansing process, another 
four weeks, giving plenty of rest and support, patient 
remaining in ‘bed as much as possible. Then the tube 

was replaced ‘by a pyramid of inflated rings (two No. 
5, one No. 3, one No. 2, and one No. 1), connected with 


a small tube for itrigation. Each week we took out 


one ring and finally were satisfied, a'fter a year’s treat- 
ment, that the uterus resumed its natural functions 


* With the bladder thus lying in the pelvic cavity, while the uterus is 
prolapsed, the vesico-uterine has become transformed into a utero-vaginal 
pouch in front.—KELLY. 


+t Vide Byford, Baldy, Cragin, Etheridge, Goodell, Hoffman, Kret Kelly, 
King, Montgomery, Ponzio, Pryor, etc. | 
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and remained in place without any mechanical sup- — 
port. She again became pregnant. Miscarriage fol- 
lowed three months later, patient remaining in bed 
long enough, and is using now one inflated ring (No. 
5) only, as a guard. Nature played us ‘a trick and the 
connective tissue of new adhesions did the rest. 


DISCUSSION. 
Dr. T. A. STODDARD, of Pueblo, Colo.: In. regard to abdom-- 


| inal fixation, I have had some.experience, but I have not 
as yet had the unfortunate experiences that some practi- 


tioners speak of, A year ago last January I did an ab-— 
dominal fixation, and three months after the operation 
the patient became pregnant, contrary to my advice. I 
had the pleasure of attending her during labor at full 
term, and she had no trouble whatever during pregnancy,. 


no pain, nothing different from what she had had during 


previous pregnancies and previous labors. She got through | 


this labor without any rupture of the newly-formed Hgament.. 


Dr. H. H. STONER, of Rock Rapids, la.: In listening to the 
papers I was impressed with the idea that possibly the true 
pathology of retrodisplacements of the uterus had been over- 
looked. I believe it is a fact that in 90 per cent. of the cases. _ 
of retrodisplacements of the uterus endometritis is the cause. 
The uterus assumes its natural position after abortion or 
after puerperal infection, and I believe the best treatment — 
is to do a thorough curettement of the uterus, and we will. 
not be called upon very often to do Alexander’s operation. _ 

Dr. A. H. FERGUSON, of Chicago: Since I have been called 
upon I will venture a few remarks on retrodisplacements of 
the uterus. My own practice in treating displacements of 
the uterus is to classify them clinically somewhat as follows: 


(1.) Young, unmarried ladies, who have never had infection, 


and who have displaced uteri giving rise to a great deal of 
trouble; we find these cases very frequently in connection 
with nurses who are overworked. (2.) Those cases who have 
had infection, with adhesions, subinvolutions, endometritis, 
ete. (3.) Cases where the perineum has been torn, where 
the whole vagina has been over-stretched, etc. (4.) Cases 
complicated with disease of the ovaries and tubes. In the 
first class of cases, in young ladies, it is better to place the 
uterus in position, put the patients to bed for three weeks, 
give them tonic treatment, when the uterus will invariably 
rectify itself, without doing anything more than pushing 
it in position per rectum. If you like, you can put a dilated 


rubber bag in the rectum; patients can bear it for half an 
hour, night and morning, and let them sleep on their face or 


side. In some cases a well-fitting pessary is all that is re- 
quired. These measures failing, it may be better to do an > 
Alexander operation, especially if there are no adhesions. 
This operation has a limited field. The two round ligaments, 
when brought taut, only lift up the fundus of the uterus, 
as you would a jumping-jack between two strings, and serve 
as an aid to keep the uterus in position. The intra-abdominal 
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pressure does the rest by foremg it forwards, but 4requently 


it comes in front of the uterus and pushes it into its former — 


position, and the operation of Alexander is a failure. Where 
there is a pathologic condition in the pelvis, and displace- 
ment as well, the Alexander operation is not applicable. 
Then, we have a choice between the abdominal and vaginal 
routes. If you will pardon me, I will present briefly the 
method that I described in Denver, at the meeting of the 
American Medical Association. A median incision is made 
through the skin and down to the linea alba, but not through 
it; then, on either side, go through the anterior sheath of 
the rectus muscles, draw the muscles to one side, go through 
the transversalis fascia and peritoneum behind the rectus 
muscles on both sides, and by so doing you can deal with 


any amount of pathology. About an inch away from the 
_ uterus clamp the round ligament with a portion of its broad 


ligament, ligate the distant part of it, cut between, turn the 
proximal stump into the abdominal wound, and sew it there; 


that is, a portion of the round ligament and a portion of the 


. broad ligament below it. That is completed on both sides, 
after which the rectus muscle is allowed to go over to its 


bed. The stump of the round ligament is taken through the 


muscle or around its border, to the anterior sheath on both 
sides and sutured to it, and then the skin is sutured. This 
does away with the possibility of hernia after such an opera- 
tion. It does away with any sutures in the uterus what- 


. ever. It is an anterior transplantation of the round liga- 


ments; the uterus swings in its normal position and is firmly 
oe suspended anteriorly. I have only had about fifteen cases 
- since I commenced to do this operation six months ago.. I 
have six under observation; one of them has become pregnant 
since, and so far, she now being two months advanced, there 
is no inconvenience. I cannot see how there can be, because 
- the stump of the round ligament will undergo the usual 
hypertrophy and it is far more liable to stretch than any 


silk sutures that one may insert from the fundus to the an-| 


terior abdominal wall, as is done by Kelly, or any catgut 
that is sutured to the abdominal wall and forms a fibrous 
- band. Such a fibrous band may yield and stretch; it does 


not undergo the normal hypertrophy that is associated with 


the development of the uterus in pregnancy. 


‘Dr. E. Hornrproox, of Cherokee, Ia.: If I understand the 
function of the synecologist, be it surgical or medical, it is 
to restore the patient to health and comfort. The question 
- of retrodisplacements of the uterus deserves a free and thor- 
ough discussion, but in discussing it there is a possibility of 
attaching to it an rmportance which I do not think it merits. 
It has been very well said that the nervous disturbances 


which so often accompany uterine affections are attributed ; 


to uterine affections as a cause, when the fact is they are 
only accompaniments. As Mathews Duncan said, he has 
often seen a woman going about the streets cheerful, and 
even with a gay countenance, who had every particle of her 


pelvic tissue matted together with inflammation. So, I may 
say, there are women going about with retroverted uteri who 


are apparently unconscious of the fact that there is any 
pathological condition existing.» A uterine displacement 
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without adhesions, without hyperplasia or endometritis, is 
not a pathological condition, and requires nothing but 
medical treatment. Leave it alone, and it will give the 
woman but very little inconvenience. If you draw her at- 
tention to it, she may become a uterine maniac. The aim of 
the oynecologist should be, first, to cure his patients; sec- 
ond, to make a reputation as a surgeon. There can be no 
question but what a great many cases of uterine displace- 
ment-can be cured by medical treatment alone. I have seen. 
Dr. Laing, of Edinburgh, treat these cases in such an effective 
manner that it would surprise the average gynecological 
surgeon. I do not wish to be understood as condemning 


surgery. Surgery has its place. It seems to me most of the 


papers have ignored one of the great causes of retrodisplace- 
ments of the uterus, producing symptoms which require 
relief. I refer to endometritis, pelvic cellulitis, or pelvic in- — 
flammations. 


In regard to the treatment vecouniended by Dr. Brockman, 


I do not think pessaries deserve so much condemnation, with 
this reservation, provided you will never use a pessary where | 


there is either pelvic inflammation or uterine hyperesthesia. | 


The hyperesthesia or the pelvic inflammation, or the adhe- 


sions, if they exist, must first be relieved. Just as soon as 
these conditions are relieved, pessaries, properly applied,— 


making a pessary for each patient to fit the condition, instead 


of selecting them from a box and using them for every 
woman that-comes along,—will do considerable good, pro- 


vided they are not used until the pelvic supports are restored. 
Pessaries sometimes fail for the reason that physicians try 
to use them without restoring the perineum, without doing 
any operation which may be required upon the vagina, and 
without reducing the uterine hyperplasia, arp or 


inflammation. 
Dr. H. D. NILEs, of Salt Lake City, Utah: I do not know 


that I have anything in particular to say that would inter- 
est either one side or the other of this discussion. I have 


given retrodisplacements of the uterus, unaccompanied by a 


pathology, practically no attention, for the reason that I 
look upon displacement of the uterus as a symptom, and I 
cannot regard it in any other light. But as a symptom, and 
nothing more, | perhaps would do something temporarily, 
just as I would try to bridge over a patient who had a quick 
pulse, or perhaps an accelerated heart. As a symptom, a- 
displacement of the uterus may prove to be important; but. 
uncomplicated, I can see no good reason why it should make 
any difference in the average woman’s health whether the 
uterus swings this way or that. If there is much difference, 
if must have escaped my notice, and I believe it is usually 
imaginary. If there be a laceration of the perineum, of 
course it must be repaired. Most of the cases that reach 
my office that require any kind of treatment, are the result | 
of injury to the perineum, an endometritis, or pelvic inflam- 


mation, and those I strive to treat by attacking the primary 


cause. I believe this is the position most of you take in 
reference to this subject. In choosing between the different 
ceperations I have preferred ventro-suspension, because in 


my experience no other method seems to so porary fill all 
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the indications. None but the most freely movable cases, 
with no pathology, are suitable for the Alexander operation, 
and consequently where an Alexander operation is permis- 


sible, I am of the opinion that no operation at all is needed. 


I was very much interested in Dr. Ferguson’s explanation 
of his method, and if in further conversation with him I am 


as favorably impressed as I have been with’ his remarks, I 
shall try the operation. 


Dr. J. R. Hiex, of Fort Crook, Neb.: I have had a fair 


amount of experience for a young man, and I have seen a 
great deal of surgery in New York and in Baltimore, and 


it is largely true that everybody is almost crazy on the sub- 


ject of surgery. When I was at the Johns Hopkins, we had 
nothing but surgery; when I was at Bellevue, we had noth- 


ing but surgery; but, gentlemen, I have come to the conelu- | 


sion that if we can by any means do away with so much 


surgery, especially on the female organs of generation, we. 


will do a great deal more good than to cut into those organs. 

Dr. BROCKMAN (closing the discussion): I thank the mem- 
bers of the association for the courteous and liberal manner 
in which they have treated my paper and the few sugges- 
tions I made. I wish to say a word or two with reference 
to retrodisplacements of the uterus not causing symptoms. 
Ordinarily, a retrodisplacement of the uterus should be let 
alone. But given a woman with retrodisplacement and a lac- 


eration of the perineum, she should receive attention, be- 


cause if that woman is on her feet for two years she will 


have procidentia. If she has not a normal condition below the | 
uterus; if she has relaxed vaginal walls, she will-gradually 


get worse whether she has symptoms or not. Let the uterus 
alone, and fix the vagina. I believe one of the gentlemen 
spoke of uterine displacements’ recurring after suspension. 
I wish to say, that if the uterus is suspended from the pos- 
terior aspect of the fundus instead of the anterior, as was 
formerly done, these recurrences will not take place. Another 
point: I think we had better do away with the term “dis- 
placement” of the uterus in regard to this subject. We had 
better simply treat the conditions or condition. No one oper- 
ation of fixing the uterus will cure a patient if we do not 
cure all the conditions that complicate the displacement. We 


should not use the term ‘“ventro-fixation.” It is obsolete. 
Very few use it. i they do, they ought not to. Use the. 


term ‘ ‘suspension.” 


NERVOUS AND MENTAL DISEASES IN RELA. 
| TION TO GYNECOLOGY. 


By W. J. WILLIAMS, M.D., 
ADEL, IA. 


There remains at this time no doubt as to the es- 
sential fact that there is a very intimate and import- 
ant relation existing between mind, nerve, and path- 
ological condition of pelvic organs. And, with this 
conceded from the leaders of the profession engaged 
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as specialists in neurology and gynecology, it is 
left for us to discuss some of these relations, and gain 
by exchange of ideas the information that will be for 
the best interests of those coming within our care, be 
‘it as general practitioners, where these cases should - 
be handled in the incipient stages of development, or 
when, by neglect, incompetent or misdirected treat- 
ment, they have gone on to that condition where the ~ 
acute diagnostic skill and operative ability of 
specialist must be sought. 
That a relation exists is of but little importance, 
unless the nature of the connection and the way in 
which it is established in each individual case leads 
up to a clear conception of the interpretations to be 
given to phenomena that differ as widely as the theo- 
ries and prejudices of those called upon to make the 
_ decision. To refer to the ,pelvic organs all nervous. 
and psychic symptoms simply because the unlucky © 
victim happens to have these organs is as illogical as. 
it is contrary. to physiology or well considered experi-— 
ence, and only equalled by the facility with which 
the reflexes have been loaded with missent responsi- 
bility. And no doubt much of the worse than useless 
gynecological meddling may be avoided when we are 
able to rise above the popular prejudice of the laity 
that everything nervous in womankind comes from 
uterine displacement or inflammation. In many cases. 
of chronic invalidism the mutual relation and inter- 
action of neurotic and psychic influence with morbid 
conditions of pelvic organs has made so complicated. 
an entanglement that in the individual ¢ase the truth 
is by no means easy to trace, and, like many other 
well known facts, the exact relations, when acknow!l- 
edged, are open to wrong mer that may 
obscure and totally mislead. 
It must not be forgotten, in the first place, that dis- 
ease of uterus, ovaries, and adnexa produce the same 
amount and kind of nervous symptoms that other 
painful, wasting, and infectious conditions of like ex-_ 
tent may do by inducing anemia, reduced vitality, and 
impaired nutrition. It is well to remember also that 
in any particular case, where there exists well marked. 
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nervous symptoms in a ease of clearly diagnosed 
lesion of pelvie viscera, there may be no correspond- __ > an 
ence in the severity of the two sets of symptoms. But — — 
instead of denying as some would that the pelvic con- : a 
‘ditions count and need to be taken into consideration, lS 
it would seem more philosophic to assume that, while _ ne 
perhaps not the only or, possibly, at least not the SW 
_ most important and causative factor, yet they must _ ce 
be. considered in the light of the fact that the two polls aan 
are co-existent and dependent, either upon two differ- a 
ent causes, or that one single cause underlies both. _ es 
During the developmental period of the individual, . 
however inexplicable the influence of the physical de- _ 
velopment of the pelvic organs has in determining the 
functions of the nervous system as expressed in its - 
highest manifestations, yet it is quite true that we an 
must view the two developments, nervous and pelvic, _ a 
-as ¢o-existent rather than that either is consequent 
upon the other. Certain as it is, however, that any © {a 
interference with the normal relation and develop- a 
ment of the two has much to do with the production e | 
of certain forms of nervous manifestations, it must be 
conceded that during this period the development of 
neuroses as a whole must find their most rational ex- 
‘planation in the lack of perfect balance of the forces 
of nature during that particular time. The disturb- es 
ances of nutrition, assimilation, and circulation, with © _ 
resulting toxemic conditions, must be taken into ac- py 
count and given full credit for their disturbing ability. 
And equally true is it, on the other hand, that the 
neuroses of decadence, at the time of life when the | 
perfect balance of all the forces are being disturbed, 
and when the body tissues enters the decline and 
progress at different rates toward dissolution, and 
when all the attendant disturbances of perfect ability 7 
to perform their normal function, will explain many — ae 
of the manifestations that occur at a period when they © S25 : 
are often attributed to changes brought about by ces- | aes 
sation of functional activity of the reproductive or- cae feck 
gans. 
This particular train of abnormal activities, well ; a 
understood, would clear a mass of rubbish from the 
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professional as well as popular mind, and while doing 


away with much that has gained credence with the 


latter, would check much of that worse than mischiev- 


ous operative interference for symptoms alone that 
has in the past thwarted the best average results in 


operative gynecology. In by far the greater number 


of individuals the menopause period is passed with © 
but little extra disturbance, and the vague and mani- — 


fold effects so commonly attributed to it has other 


and more rational explanation in conditions present 


at a time when the general vigor is on the wane and 2 


even the outward circumstances and environments are — 
of a character to bring into prominence the accom- 
panying fatigue neuroses. At this particular period 


of the life of the individual, when the functionating 


powers of secretory and excretory organs are dis- 


turbed and fail to do their full quota of work, the re- 
_ sultant autotoxemia enters largely into the production - 


of a vicious circle of unbalanced and pathologic re- 
lation, where resultant reduced nerve energy seriously 


impairs cell nutrition and nerve repair. Add to this 
condition neuroses of infection and that from nerve 


tension arising out of the environments of life, where 
the responsibilities are realized more actually than . 


before, and we have explained a fruitful source of de- 


pressed health. Such cases frequently have accom- 
panying pelvic disturbances that stand in no way re- 
lated as a causative factor, and when corrected fail 
to restore the balance of the nervous system, because 
the prime essential cause remains uncorrected. Gyne- 


—cologic operations undertaken for such accompanying 


pelvic lesions are certainly indicated on general prin- 
ciples, and are a useful means for the restoration of 
the best bodily health, and for this purpose, and with 
expectations limited to this alone, should they be 
undertaken. 

There is, however, a class of cases where the ques- 
tion of operative interference is most difficult to settle 
and requires the greatest diagnostic skill and ability 
to determine the best lines of procedure from a 
therapeutic standpoint. I have reference to that class 


_ of cases where indefinite and inexplicable but no less 
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real relation of functional activity, either normal or 
abnormal, of pelvic viscera and nervous and mental 
‘manifestations exist, and where the pelvic disease be- 
comes the origin, or at least a part and parcel of the © 
nervous disorder; where, not stopping at irritation, 
they become a source of wasting and infection of the 
entire economy. It is in cases of this class that cor- 
rection of position, complete removal of organs or 
pathological parts, would seem to be indicated, were 
not such procedures ofttimes checked by a better judg- 
ment that raises a question as to whether the last 
condition might not be worse than the first; and the | 
- tabulated lists of the best operators, under the most 
favorable conditions of hospital advantage, settles 
nothing more certainly than that he who would oper- 
ate even in this class of cases for mental and nervous 
_ results is doomed to disappointment in the greater : 
percentage of cases. It is in this class of cases that © 
interference finds its justification, and when the oper- _ | 
ations are undertaken with clear conceptions of the 
morbid conditions that require correction, and when 
undertaken because of these, the operation is often 
happily rewarded by a clearing oP of morbid mental 
and nervous conditions. 
Thus we find in the development neuroses in the 
‘nutritional defective expression of nerve energy; in 
the irritability and lack of balance of the decadence 
- period, as well as in the presence of actual morbid 
lesions and pathologic conditions, such a complex pict- 
ure presents, that only by closest application of thera- 
peutic measures, based upon a clear conception of 
delicately related organs, can give us a correct idea 
of the proper thing to be done. Treatment—medicinal, 
hygienic, or operative—will give results only in pro- 
portion to the diagnostic acumen that comes from a 
just consideration of all these conditions. 


DISCUSSION. 


E. Hornrsrook, of Cherokee, The paper that has 
been read is one of exceeding value on account of its conser- 
vative tone, and the association is indebted to the gentleman 
who prepared it. I have had some experience along this line, 
and therefore you may pardon me if I should speak at. some. 
length on this subject. More than forty years ago I was 
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acting interne at an insane asylum, - The superintendent of 
the asylum had just read a paper which had created much 
) excitement and comment among alienists and neurologists, 
Ge seamen as he had attributed a great deal of the increase of insanity 
the increase of sexual self-abuse among the boys and girls 
oS of the country. Archbishop Hughes, of New York, a Roman 
t Catholic prelate, attracted by the paper, came to the asylum 
- ss to obtain facts and statistics as to the religious denomina- — 
tions of those who were committed to the asylum on account 
: : of sexual self-abuse. I was detailed by the superintendent 
ee to collate the statistics with another gentleman, and to our 
*o aes surprise we found that there was a larger number of Roman 
Saye Seer ~ Catholics in proportion to the population who were com- 
mitted to the asylum for self-abuse than of any other de- 
nomination. Archbishop Hughes was a man of magnificent 
Se presence, who has left his impress upon this country, and 
who was sent as an emissary to the old country at the time 
_of.the war of the rebellion. He was greatly surprised. He 
said to the superintendent of the asylum, “I have often 
shuddered, when acting as a parish priest, at the questions 
that I was forced to put to people in the confessional for fear - 
those questions might prove suggestions.” I think gyne- 
cologists may learn a lesson from this with reference to too 
Me OT early meddling with unmarried women, and suggesting dis- 
es eens eases of the genital organs, lest. their questions and question- — 
a ss jng may prove suggestions. I believe in the formative period, 
; that directing the attention of boys and girls—girls espe- 
— . cially—to the genital organs is a fruitful cause of sexual 
i : mania. Since that time I have been paying some attention 
Bo Cs to diseases of the mind, of the brain, and of the nervous sys- 
tem, and for six years I was trustee of one of the largest hos- 
pitals in Iowa, and for two years consulting physician and 
surgeon. At the time I was a trustee, at first there was very 
A little gynecological work done. I suggested to the superin- 
oe tendent that diseases of the generative organs in the insane 
— should receive the same attention that they receive among 
the sane. During the time I was trustee I paid a good deal 

2 | of attention to the causes of the insanity, or the alleged 
causes of the inmates. | found a great many women who had 

lost their ovaries. I found a great many women who had 

had a variety of gynecological operations done upon them. 

‘ Those cases were not benefited by operation. I remember 
ana eee very well a patient who was taken out of the asylum con- 
: trary to my advice and that of the superintendent. She was 
taken to a hospital to have her ovaries removed. This was 
done, and she came back in six months considerably worse, 
not because the operation was not thorough, for in examin- 
ing her I found not only were the ovaries removed, but the 
uterus also. The operation had no effect whatever. I think 
one of the gentlemen struck the keynote when he said that 
such gynecological treatment as restores the functional nu- 
} trition of the brain and of the nervous system is the only 
ee. treatment which is likely to be beneficial in cases of insanity. 
As to one point alluded to in the paper, I perhaps stand 
alone. I: do not know of any gynecologist who holds the 
same view except Dr. Maxwell, of Keokuk, and that is, at the 
climacteric functional neuroses are produced which affect 
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the mind and body of patients. In such cases Dr. Maxwell 
| is in the habit of removing the uterus .and claims good re- il os 
sults. I do not doubt this, because he is a careful observer 
and an honest man. I have thought perhaps there is an . Se 
error in doing this, for I get equally good results from di- © oe a 
latation of the cervix. All of thése cases are more or less sep- | “See ae 
tic from defective uterine drainage. At the climacteric the — 2 oe 
cervix hardens if there has been any cicatrization and the 
cervix becomes stenosed. If you take the patient's tempera- Sn 
‘ture it will be uniformly high, associated with other neurotic, | ih 
as well as septic, symptoms, and I get equally good results a3 a 
by dilating the cervix, keeping it open, and securing good | Bie ers 
uterine drainage. The result of my experience is that gyne- Se s 
cological work upon insane women is by no means a panacea. a 
It should be done with the same judgment that we exercise | A: <a es 
in dealing with the sane. I believe the operations they, have | : ea 
been doing in London, Ontario, recently, on insane females | oo 
are, to say the least, reprehensible. It is a grave mistake. — fi. 4 OS 
Dr. Byron B. DAvIs, of Omaha: There is one particular fers 
element in connection with insane women upon which I. ee ee 
have some opinions, and if that is not ruled out by the paper, | 
I would like to touch upon it. It is this: How should we deal 
with a woman when she first becomes insane? I hold the 
opinion that in the great majority of cases of insanity it is 
very important that the first man who examines the case [tg en 
should make a very careful exploration of the physical body, | ee 
and ascertain if there be any lesion whatever which may have = ©. | 
had a causative relation to the bringing on of the insanity, © =" ee eee 
and I feel that in many cases, as a starting-point, unquestion- | " a 
ably there is some lesion in the pelvis. In every case of this 
kind, unless there is a distinct history of heredity, or of grad- — a 
ually coming on insanity, due to a peculiar mental condition | Beene. 
from early life, it is very important to consider that question. | 
{1 do not believe in operating if we can get along without it, | ‘ 
and, as the previous speaker remarked, | do not look upon | Bete 
surgery of the pelvis as a panacea for either insanity or for Se ae 
nervous diseases, but I do believe that an insane woman eee i: 
should have the same rights as her sane sister. In other 
‘words, if she has any lesion which is of sufficient consequence 
to make her uncomfortable, to bring about a lowering of her 
vitality, and in that way have some effect upon her mental 
condition, it should be corrected or removed. I do not believe 
in operating upon the uterus, the tubes, and ovaries for fan- Be ie 
ciful lesions, but only when the lesion is absolutely pro- i 
nounced, so that in a sane woman we would feel like advising 
an operation. In that selected class of cases I believe there 
is a field for surgery. Another interesting question.from the aes 
insane point of view is that the gynecologist and alienist 
should be more in accord. We see many papers written by ot ie Ee 
gynecologists in regard to the wonderful results of opera- 3 
tions upon the pelvic organs. We read them, and we become > 
very dubious in regard to the value of such statistics, and 
really we gain nothing by it. We know that a large number 
of women become insane and afterwards recover, and it 
seems to me that the alienist should come in for his part in 
making up reports, so that we can know what proportion 
would reéover without operation under medical and hygienic 
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treatment, and what real effect operations have on this class 
of women. : 
Dr. JOSEPH EASTMAN, of Indianapolis, Ind.: This subject 
is intensely interesting to me, because I am often at a loss 
to determine whether a given pelvic lesion or a pelvic pain, 
I might say, is the local expression of a general neurasthenia, 
or whether the debility of the patient, mental and physical, 
is due to a local cause. The gentleman who has just taken 
his seat (Dr. Davis) says that the alienist and gynecologist 
' should be more in accord. It seems to me that the gynecolo- 
gist who is not also an alienist, or who has not sufficiently 
broadened his mental acumen to encompass those nervous 
phenomena that we are continually meeting in diseases of 
‘women, is too narrow to be a gynecologist. When I am at a 
loss to know whether a given pain expressed in the pelvis 
is a local condition due to some local disorder, or whether it — 
is the local expression of a general neurasthenia, it seems to 
me to be sound practice to isolate such a case from home 
sympathies, interference, and annoyances of friends, and give 
her perfect mental and physical rest, so far as possible, and 
during that time feed the nerve cells in such a way as to se- 
cure to them their proper nourishment, ete. This may re- 
quire a course of treatment by massage, by electricity, by 
bathing, and by mental discipline to a certain extent, such 
as we would require at the hands of so-called alienists. In. 
-a short time we would begin to see either improvement or 
something else. I rarely have a surgical case, unless it is 
one with large fibroid, an ovarian cyst, or cancer of the 
uterus, where I do not find it necessary to give a certain 
amount of preparatory treatment weeks before operation, 
and supplementary treatment after operation to restore the 
famishing nerve cells to their proper state of nutrition. One 
of the appalling thoughts to the physician i& the rapid in- 
crease of insanity. Only a short time ago it was 1 in 1,500. 
Recently one of the superintendents of an insane asylum. 
said to a member of our legislature that they must provide 
a state home for 1 in every 650 inhabitants. Surely the time > 
spoken of by Dr? Oliver Wendell Holmes, when the sane shall 
hide in asylums to keep away from the insane, is approach- 
ing. There is a cause for a great deal of the neurasthenia 
that we meet with in our practice, and I believe one of the 
most fruitful causes is found in the neurasthenic teachers 
who preside over our schools. I believe neurasthenia is to 
be considered catching as small-pox—that it is transmitted 
from one person to another. Another fruitful cause of 
mental and nervous disease, which has not been sufficiently 
emphasized, is a prolonged course of nine months of study, 
and particularly during the last three months. It is a matter 
of compulsion, rather than a desire, on the part of pupils to 
master their lessons. I have asked a number of teachers if 
during the last three months of the nine it was not a drag 
and a compulsion on them, and they said yes. They dreaded 
to go to school; they dreaded to see the little folks get their 
lessons. Compulsory education tends to produce neuras- 
thenia and other nervous affections, and later leads to insan- 
ity. The paper was an excellent one, and dealt with subjects 
in which I am very much interested. 
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Dr. GEORGE R. HigusmitrH, of Carrollton, Mo.: I have been 
very much interested in the remarks of Dr. Eastman. I come 
in contact with many teachers at teachers’ institutes, and I 
visit a great many.schools. I have gone so far as to say that 
a good many of our public schools are idiot factories. It has 
only been three weeks since I saw a child, nine years of age, 
who pursued seven studies last winter. He got along nicely 
with them, but the child is now actually insane at this age. 
He has delusions. I have had patients under my care who 
have graduated at public schools at sixteen years of age, 
who have gone into teaching at seventeen, and at twenty they 
- were invalids, and had to be kept in bed for a year or two in 

order to get well, and some are not well yet. The medical 
supervision of schools demands a great deal more attention 


than it has hitherto received. I am Sohal thankful to Dr. 


Eastman for what-he has said. 
Dr. LEwis ScHOOLER, of Des Moines, Ia.: Every practitioner 


present has had more or less experience with females who > 
have ceased to menstruate because they had tuberculosis or 


consumption, and the relation between the two is well un- 
derstood in the minds of every practitioner. The same rela- 
tion exists with reference to neurasthenia and gynecological 


affections as in the case of consumption or tuberculosis. | 


Neurasthenia occurs in both sexes, as well as tuberculosis, 
and it is not necessary for the individual to possess ovaries 
and a uterus in order to suffer from nervous or mental dis- 
ease, and particularly of the disease generally termed neu- 
rasthenia, which is so common with both sexes at the present 
time. There may be found existing, at the same time, in 
these nervous subjects some difficulty with the sexual organs. 
There may be a cystic condition of the ovaries. There may 
be pyosalpinx or a hydrosalpinx, There may be hyperplasia 
of the uterus. There may be pelvic engorgement or a 
displacement of the uterus. But these are simply coin- 
cidences and have no particular bearing as a causative 
factor in these difficulties. Some of the diseases of the 
female pelvic organs have a tendency to shatter the 
nervous system very rapidly and almost hopelessly. But 
in those cases there is not a primary nervous difficulty 
causing trouble with the sexual organs; and in the op- 
posite extreme, it is not really an organic disease of the 
nervous system, but the nervous system manifests symptoms 
indicative of some causative factor in some other place. So 


I do not think in very many cases gynecological diseases pro-. 


duce insanity. We have so many causes of insanity that we 
do not understand,, but we have a far larger number of cases 
that we know not what to attribute the causes to. 

Dr. WILLIAMS (closing the discussion): The first concep- 
tion of this paper with myself was the wish to apply this line 
of thought to the incipient stage of all of those conditions 
that can be handled by the general practitioner as a prevent- 
ive measure in our schools in our methods of life, in the 
young, in our habits of training, etc., and I am glad the 
gentlemen have carried this out to its fruitful application. 
I thank you for the kind reception of my paper. 
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brethren and observe how they do things. 
especially true of the country, where doctors have not 


inhabitants about thirty miles distant.” 
seen him since we were at school together, except 
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 * DAY IN THE COUNTRY WITH A GENERAL 


PRACTITIONER. 


By GEORGE R. HIGHSMITH, M. D., 
CARROLLTON, MO. 


I believe it is often an advantage to the general 
practitioner to occasionally visit ‘his professional 
‘This is 


the opportunity of meeting each other at the hospitals 
and colleges, and where societies: have their meetings 
few and far between. | 
Some time ago, feeling the need of a little recreation | 
after passing through an epidemic of typhoid fever, 


- I concluded to pay a long-promised visit to an old 


friend who lived i in a comfortable town of about 6,000 | 
I had not 


occasionally at the State Association or some other 
medical society, and knew nothing of his affairs, ex- 
cept that I had heard through mutual friends that he 


was popular in his neighborhood and was doing a 


good practice. 

I gave no notice of my intended visit, because you 
all know how often it happens when we have made 
arrangements for a little recreation or a run from 
home for a day, some very dear friend is taken sud- 


denly ill or some wealthy or influential family de- 


mands our services. 

I arrived about 7 a. M. of a beautiful October day. 
I observed on approaching the residence that it was 
a neat one-story frame cottage, with a well-kept lawn 
and a variety of forest trees in front, and a nice little 
barn in the rear. On the south side of the barn was — 
a lot, in which was a well-fed Jersey cow and the 
essential accessories of pigs and chickens, and be- 
yond this a small orchard. The doctor answered my | 
ring himself. Before he appeared, however, I shad 
time to note the soft chime-like sound of the door-bell, 
and to wonder why any one should have a rasping, 
clanging, disagreeably sounding instrument of torture 
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attached to his front door. When he did appear I 
observed that he had a towel about his neck, that one 


side of his face was newly shaven and the other side 
covered with lather. 


I was shown into a comfortable library, where a 


soft coal fire sent a cheerful blaze upward from a 
grate. My host continued his shaving, explaining 
that he was compelled to be his own barber; ‘first, be- 
cause he had no time to wait in a barber shop, and 
next, because he preferred to do his own shaving, on 
account of the danger from being infected by the 


hands and instruments of the barber. 


When the doctor had finished his toilet, I was con- 


ducted to the breakfast room and introduced to his 


wife and three-year-old baby boy. I observed that 


his wife appeared to be healthy and intelligent, was’ 
neatly dressed, and I should guess was about five 
years younger than her husband. The baby boy was | 
all right—fat, clean, and apparently good-natured. | 
‘The breakfast consisted of home-grown fall pip- 
pins, hot biscuit, hot coffee with genuine Jersey 
cream, poached eggs, home-made Jersey butter, home- 
-made peach preserves, and topped off if you wished 
with a glass of fresh, cool J ersey milk. “When we had 


finished breakfast, after giving the doctor to under- 
stand that his fame as a successful practitioner had 
reached my neighborhood, that I was anxious to see 


how he did things, and that I would feel grieved if 
he allowed me to interfere with the routine of his © 


business, he ordered his man to “bring Maud around.” 
“Some country doctors look after their horses them- 


selves,” he said. “I do not think it is a proper thing - 
to do even if they have the time. In the first place, 


I do not think any one has a right to carry a ‘horsey’ 
smell into the sick-room, and then in the next place, 
we country doctors have to look after all sorts of 


cases, and the dust, which it would be almost im- 


possible to get entirely rid of after grooming your 
horse, is liable to contain all sorts of microbes. I keep 
a man who looks after the horses and cow, feeds the 
pigs and chickens, keeps up the fires, cleans the oper- 
ating room at my office, sterilizes my instruments, 
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rolls bandages, etc. Maud is our single driver, ” said 
he, referring to the animal which was just then 
brought around from the stable. “I use her before 
noon about town, and my wife drives her in the after- | 
noon. I do my work in town in the morning, as a 

rule, and attend to my country customers in the after- 
noon. I stay in my office when I can until 10 a. . 
_ When the weather is fine my wife and baby often go. 
with me to the country in the afternoon, in which 
case we drive the double team. Yes, she’ s a good © 
mare,” he said, in reply to a remark from me in ref- 


— erence to his single driver; “it pays a doctor to keep. 


_ good horses. I have a pair of dandies in the stable; 
we will try them this afternoon.” 

‘When we had driven about three blocks we pulled. 
up in front of a neat old-fashioned residence. “You 
may hold the horse while I go in a minute,” said the 
doctor. After a few minutes’ absence lie returned, 
remarking as he took the lines, “she’s alive yet. She 
is past ninety years old, and has been my steadfast 
friend for more than twenty of them. You remember 
good old Dr. Maughs used to say that the young doc- 
tor should not despise the advice of old women. This 
old lady was present at my first case of labor and 
showed me in the kindest and most delicate manner 
possible ‘how old Dr. Smoothly always dressed the 
cord. Dr. Smoothly had died about three weeks be- 
fore I located in town, after practicing in the com- 
munity for more than forty years. I had taken his 
office and hoped to succeed to a large share of his 
practice. I had heard that the old lady was the 
mother of nine children who were all married and 


lived with their families either in town or the imme- 


diate vicinity. Of course, I could not afford to ignore 
her influence, and was extremely anxious to make a 


favorable impression. You remember that twenty- 


five years ago, as a rule, students were graduated 
without ever having seen a case of labor, consequently 
you can appreciate the value to me of the friendship. 
of one so rich in experience as this old lady must 
have been. 


“T remember our first conversation as if it were 
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yesterday. It was early in May and immediately after 


the completion of the case of labor referred to; we 
two had retired to a back porch to rest and cool off. 


A clump of purple lilacs grew near, and the breeze 


came laden with their perfume and the ‘hum of bees’ 


from a garden a little beyond. After congratulating 


me on the successful termination of the case, and 
expressing the opinion that I was going to be handy © 


in the management of such affairs, she said: ‘I think 


a young doctor should be careful to start right. He | 


should be cleanly in his habits, polite and genteel in 
his manners, and should have a good stock of forbear- 
ance, Some persons who are not very fastidious when 


they are well are extremely sensitive and exacting . 
when they are sick.’ I call to see her every day,” 


the doctor continued, “but do-not give her any medi- 


cine. Her family are sensible people and are willing 


to leave it all to me as to whether I can prolong her 


life or make her more comfortable by giving her med- 
icine. She has grown exceedingly childish and com- 


plains of being neglected if she does not see me every 
day. I call, speak to her kindly, push back her hair 
cand lay my hand on her forehead for a moment—that 


is all, and it satisfies her. I think we are often not 
sufficiently considerate of those who are feeble both 


in mind and body. In the hurry and bustle incident 


to a busy life we are apt to be cold and unsympathetic 
toward those who are no longer able to assist us by - 


their advice and influence. I expect to see crape on 
the door in the morning.” 

We had now reached the office. The door was open, 
the office was clean and everything in apparent order. 
‘There were four rooms on the ground floor—one for 


reception, one for consultation, one for operation and 


one for drugs, splints, dressings, etc. © 

“A ground floor is especially desirable for a coun- 
try doctor,” he said, after showing me around; “the 
city, practitioner can have an elevator by which his 
feeble patients and those who are injured or crippled 
can reach his office. I give a desk in my reception 
‘room to a real estate and insurance agent. This man 


keeps my books, makes collections, looks after the 
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fires in winter, in fact, keeps everything in order ex- 


cept the operating room. That is looked after by my. 


man at the house, under my supervision. You will 
observe that my operating room is covered by a single 
piece of linoleum. I have it scrubbed with a hot so- 
lution of bichlorid every time it becomes soiled. You 
may sit behind the screen in the consulting room if 


you wish. I will have no talk which you may not 


hear, and may call on you for assistance occasionally.” 
The first patient was a young lady from the coun- 


try, with a note from her physician stating that she 
_had been thrown from a wagon twelve days ago, that 
at first she thought her shoulder was only bruised, 


that she had called on him yesterday and he had 
found a disloeation of the head of the humerus into 


the axilla. The patient was placed upon the operat- | 


ing-chair. I administered chloroform, the doctor re- 


moved the shoe, placed his heel in the axilla, and_ 


grasping the wrist with one hand and just above the 


elbow with the other, he first lifted the arm away 


from the body, placed his heel firmly, brought the 


- arm back toward the body, making a back and forth 


rotary motion and forcible extension at the same 
time, and the dislocation was reduced. We now put 
the arm in a sling, pinned the elbow to the waist-band - 


of her dress and gave directions as to the manner of 


removing and putting on clothing and the necessity. 


of fastening the elbow to the side at night. The 


patient was then removed to a cot behind a screen in 
another room, to recover from the anesthetic, with 
directions to return. in a week. 

The doctor said to me: ‘I would not. be so particu: 
lar in a case of this kind if the trouble had not gone 
so long without reducing. A re-dislocation could be 


very easily made, besides there is some danger from 


ankylosis. When she returns I will: make passive 
motion, being careful to fix the scapula while so 
doing; the scapula being so movable, if you are not. 
careful you will not move the head of the humerus. 
at all in your manipulations.” 
‘The next was a lady who stated that she hada small 
pimple on the back of her neck, that a little pus had — 
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formed which she had removed, that a stinging, burn- 


ing pain remained, that her neck was stiff and she mt . 
feverish. 
cA carbuncle coming,” said the doctor after exam- 
ining. 


“Oh, my,” exelatined the patient, “I had one once 
and it nearly killed me.” 
- We'll nip this in the bud,” said the doctor. tt | 
will hurt like blazes for a few minutes, but you can . 
- gtand it and that will be the end of it.” 
When she had retired, the doctor said: “I sprayed... 
it with a little methyl chlorid and made a deep punc- | a 
ture with a sharp-pointed bistoury. I then putafew 
drops of pure carbolic acid down to the bottom with . 
_a sharp-nosed P. P. syringe, then scraped it out with 
-a small, sharp curette, put in some more acid and ee eS 
scraped again, and so on until I had made a good-sized | ae 
hole. I then filled the hole with antiseptic, applied 
little gauze, over this a little gutta-percha tissue, andy Se 
fastened all on with adhesive strips. She will return 
to-morrow and I will apply the acid and curette again, - (| 
if necessary. I treat boils in the same way, and the ae 
amount of suffering I save in the course of a year can SS ; 
not be estimated.” 
next was a robust, prosperous: -looking farmer. 3 
| He thad received a transverse cut about two inches in. ae 
length, about three inches above the ankle and a little oS 
to the inner side, eight weeks ago. The wound had are i 
_ refused to heal, and his family physician had sent | = 
him to my distinguished friend. On rolling up the i 
pants we noticed that the dressing was quite wet. ac 
The patient’s attention was called to it and he stated | a, 
that it had been so from the first. Upon removing | CO 
os the dressing we found the wound filled by a pinkish- ae i 
white substance which projected considerably above 
the edges. “What have we here?” said the doctor. hee 
“We will curette this out and see.” After making a | a7 
few swipes with the curette, “Eureka,” he exclaimed, <= 
“quite an unusual condition. The tendon of the tibi- cag 
alis anticus has been partly severed and some of the |e 
fibers ‘have been caught between the edges of the ee 
wound. That pinkish-white mass is material nature 
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has thrown out in her efforts to repair the tendon.” 
The wound was thoroughly cleansed and the fibers 
of the tendon placed where they belonged. “Now, the 
next thing,” said the doctor, “is to close up this gap 
and bring the edges in apposition. It can not be done 
with an ordinary interrupted suture, because the skin 
aS here is very tense and the wound has been gaping for 
aa “I will introduce this needle, which is threaded - 
ls with a large-size silkworm gut, about one-third the 
i distance from this angle of the wound, pass it through 
ae the lower lip to the other side, through the other lip 
and out at a point opposite. I now fold a bit of gauze 
four thicknesses, about one-third as wide as the length > 
= _of the wound, lay it so as to cover the middle third - 
ae of the upper lip, pass the needle over, introduce it 
through the upper lip and out at a point opposite 
_ ~~~ the other. I now fold another bit of gauze in the 
/_- ~~ game way as the first, and place it on the other lip 
opposite the first gauze. Now I will get you to press 
Se the edges together and hold them while I tie over the. 
last gauze. Now it is nicely closed with something 
like a quill suture, but much better.” The wound 
was then sprinkled with a powder composed of boric 
acid and acetanilid, some gauze placed over it and a 
roller bandage over all. “Do not remove this dressing, 
and come back in a week. Get here before 10 o’cloeck 
| ee if you can,” said the doctor. 
a ae | The telephone rang. “A man at the wagon factory 
got his hand in a shaper, telephoned to know if I was 
a= in,” said the doctor. “Son,” to a boy loafing in front 
Be of the office, “take this pitcher to the hotel and tell 
Joe to send me some hot water.” Then to me, “You 
see those gallon bottles with gauze tied over the top 
of the neck? That’s cold sterilized water; I-get my 
hot water at the hotel across the street.” By this time 
the man from the factory had arrived in a buggy 
driven by one of his fellow-workmen. His hand was 
wrapped in bichlorid gauze. “I have them keep a 
supply of bichlorid gauze in the office at the factory,” 
he said. “I get it for them and instruct them in case 
of an injury to put nothing but gauze on the wound. 
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The only good it does, perhaps is to keep them from Hi 
-putting on some nasty old rag or handkerchief, Ah, I A 
‘see, one little finger almost gone and the other fingers 1} 
of that hand badly injured. Now, the first thing i 4 
do is to douche the wound with a hot solution of 1} 
biclorid. I do not attempt to clean: it thoroughly 
now. I put bichlorid gauze snugly over the wounds | at Hie 
‘while I thoroughly cleanse the rest of the hand and a ee | 
the arm half-way to the elbow, first removing the coat - Wa 
and whatever else is necessary. I use peroxid of. | 
hydrogen to remove the blood; that’s all it’s fit for, Hii 
and it is first-class for that. After removing the blood | 
I scrub thoroughly with soap and hot water, then 
shave, then douche with hot solution of bichlorid, 
then with alcohol. I now cover the part I have Hit 
cleansed with gauze and go back tothe wounds. The _ Wi 
parts contiguous have been thoroughly cleansed and ~——- Hd 
covered, so no dirt can get to the wound from there. | i} 
I find I can save half the little finger and perhaps all WG 
the other fingers. I cut the bone with this pliers, ii 
which is made something like a pruning-hook. I trim rt 
the tags of skin and tissue with scissors, twist this \ 
artery, wash off the blood with peroxide, scrub with i 
soap and hot water, shave the skin, wash with hot iy 
bichlorid, then with alcohol, put in a couple of silk Hie 
sutures, and dust with bor-acetanilid powder. I now it 
bandage each finger separately with gauze, envelop He 
the whole hand with a couple of thicknesses of gauze, Hie 
over this I apply cotton, and a roller bandage over all. Hit 
He will return in three or four days, at which time 1 ag 
will be able to apply a dressing which need not be hii 
disturbed until he is well.” 
I again retired behind the screen. The next patient Hie 
was a lady who said she had female disease. y i | 
“How do you know you have female disease?” said iq 
the doctor. Ht 
“Dr. Suavity told me so,” she replied. Hit 
“IT do not care what Dr. Suavity said; I want to Di 
hear what you know about it.” mt | 
“Well, doctor, I have awful headaches and pain in | a) | 
my back and stomach, I have dizzy spells, a bad taste — vee M 
in my mouth, and a horrible breath. Sometimes my _ tt 
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bowels are constipated and sometimes they are too 
loose, and when I lie down at ERT I have awful 
spells with my heart.” : 

“How are your monthlies?” said the doctor. 

“Oh, they are all right now. I always was regular 
until Dr. Suavity scraped out my womb; then I flowed 
too much and came around too often and had pains in 
the lower part of my bowels and ‘had to stay in bed a 


e long time. Dr. Suavity is an awful good doctor; he 
is just as kind as can be. I hated to quit him, but he 


did not seem to hit my case.” 
“Get up on this chair,” said the doctor. After 


making a thorough examination of the abdominal and 


genital organs, the doctor said, “Let me listen at. 
your heart. Now show me your tongue. Open your 
mouth a little wider, please. Ah, those teeth! You 
must go to the dentist and have your teeth attended | 


to; you have not a sound tooth in your mouth. No 


wonder you have headaches, and pain in your back 


and stomach, and a bad taste, and your breath is hor- 


rible, and you have dizzy spells and your heart is 
irregular. Take this prescription to the druggist, 


have it filled and take according to directions. It will 


not cure you, but may do some good. When you get 


some new teeth come back and I will see what I can 


do for you. I can net cure you unless you get some 


teeth.” 


When she had retired, ite doctor said: “Nearly 
every tooth is broken off even with the gums, and > 
pus is welling up around every stump. I am satisfied 
that there is the source of all her trouble. I gave 
her some elixir pepsin with a little hydrochloric 
acid dil. and a little tinct. nuc. vom. This adds one 
more to the large number of similar cases I see 


every year. I am disgusted with the multiplicity 


of - would-be gynecologists. We have a large number 
all over the country, who are not out of their swad- 
dling clothes, medically speaking, who pretend to. 


make a specialty of female diseases. ‘They fatten: 


upon the eternal gullibility of the sex. Some of these. 
doctors are knaves and some are fools. It is the habit 
of a great many practitioners, when they are not able 
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to make a diagnosis, to say, female trouble.’ I think 
I know of several cases where women have been hur- 
ried to their graves by having their wombs treated, 


when perhaps rest and hygienic surroundings was all | 
they needed. A good many fall into my hands every > 


year who are suffering from Bright’s disease or incip- 


ient phthisis, who have had their wombs probed and 
scraped and douched for months, and the doctor could 
give no other reason than that he could find nothing 
else the matter. I often have more trouble in reliev- 


ing the condition brought about by some meddlesome 
home-made gynecologist than I would have had in 
curing the original trouble.” 

Then came a telegram to go eighteen miles in the 
country to operate on a supposed case of appendicitis. 
_ The man was ordered to have the team ready at noon. 
“JT do not have to get anything ready,” said the doc- 
_ tor, “iy keep this* grip always packed, ready for any 
emergency. When I come home, my man, who has 
been with me for eighteen years, looks it over and 
repacks it ready for the next case, so I have nothing 
to do but take it up and go. It was now a quarter to 
twelve o’clock. We rushed home and partook of a 


hasty lunch which the doctor’s good wife had ready 
on the table. At 12:15 we were on the road, in an 


easy-riding light buggy, drawn by a pair of as ele- 


gant roadsters as it was ever my good fortune to sit 
behind. ‘I wish I could repeat all the conversation of 


this country doctor as we glided over the country. 
The day was pleasantly cool, the roads perfect, and 
the team needed no urging. We gave ourselves over 


to reminiscences, after that to speculation,-and then 


to prophecy. 

‘How few doctors are even a reasonable success. Of 
the more than one hundred who graduated in the 
same class with us less than twenty could be located. 
What were the agencies which compelled such a large 
percentage to abandon the profession? Is the per- 
centage of failures in other professions as great? Of 
those who filled the chairs in the medical colleges 
how few remained. We wondered if those upon whom 
their mantles had fallen were as worthy; if they were 
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| looked upon by their students with the same worship- | 


ful admiration as those who held the boards before 
them. How short is life, and, if this is all, how un- 


satisfying! 


My friend spoke of the future of medicine with 
hopeful enthusiasm. How much of promise there is’ 
in serum investigations, how much in sanitary science. 
‘A’ tip-toe I see the dawn of a bright to-morrow,” he 
exclaimed. “I believe the day will come when physic 
will be literally thrown to the dogs; when we will be 


able, by the application of the great cosmic forces, 


such as light, heat and electricity, and by the proper 

ventilation of our houses, cleanly surroundings, regu- 
lation of temperature and humidity, attention to per- © 
sonal cleanliness, food, clothing, etc., to obviate all 
diseases. I believe,” he said, “the fact that we have 
to administer drugs at any time and for any condition 


is an acknowledgment ofthe poverty of our re- 
sources.’ He then went on to deplore the spirit of 


commercialism in the profession, ‘how in many in-— 


stances the fee was regarded as of more consequence 


than the good we hoped to.accomplish. He spoke of 
the necessity for a higher conception of the office of 
the physician, the danger from a multiplying of spe- 


—cialists, that a physician should be a general practi- 


tioner a long time before he thought of going into a 
specialty. “Specialism has a tendency to make a 
voung man narrow,” ihe said. ‘‘Nearly all the fads 
which have arisen and fallen within the last ten years | 
have been the result of so many would-be specialists 
among the young men; the physician should be a man 
of broad culture. Every physician should be an edu- 
cator, a teacher, from whom should radiate knowl- 
edge which the laity need, knowledge which they can > 
not obtain elsewhere, and which they will gladly re- 
ceive.” 

But to get aa to business. We arrived at our 
destination about 2 p.m. A very cursory examination 
confirmed the diagnosis of the family physician. It 
was clearly a case for operation. _ 

The doctor soon had his instruments in a shallow 
zinc pan, which the had brought with him, boiling on 
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top of the cooking stove, and his gauze, cotton, band- 
ages, etc., in a similar pan in the oven to sterilize 
them by dry heat. A board about six feet long and 
fourteen inches wide was procured, out of which to 
- Improvise a table. This board was washed with bi. | 
chlorid solution, and a folded sheet, which had been Se ae ! 
thoroughly heated in the oven of the cook stove, was | a | 
placed on it. This was placed on top of two chairs Gate 
and answered very well for a table. The family phy- | 
sician had brought one of his professional ‘neighbors — 
with him, so we had plenty to do the work. ; 
‘We’ all prepared our hands, and the patient was 
chloroformed, stripped, and placed on the table. Not- 
withstanding that the family physician had cleansed 
_ the field of operation before our arrival, it was again 
gone over with soap and hot water, hot bichlorid 
and alcohol. My friend was one of those who can 
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talk and work at the same time. After getting his Ss 
instruments in reach and his gauze sponges, hot from 
the cook oven, ready, he began: “I will make an in- net 
cision over the most prominent point of the tumor, 
which in this case is McBurney’s. I will make the oe 
incision so as to divide as few muscular fibers as pos-— = ee 
sible, in order to lessen the danger from hernia as_ ; 
much as possible. One of you may hold the wound 
open with these retractors while the other sponges. 
You will observe that I use hot dry gauze for sponges. 
I have a dozen in this jar; they were placed there 
hot when we began the operation. ‘There are a dozen 
more being sterilized in the cook oven. We have 
now reached the abdominal cavity, and find that the 
wall of the abscess, or tumor, if you please, is not Te 
adherent to the abdominal wall. I will stitch the los, 
abscess wall to the edges of the wound with a small 
catgut, making-a continuous suture. I now sift some | 
bor-acetanilid powder along the line of suture to obvi- 
ate any danger from pus leaking through into the ESB it 
abdominal cavity when the abscess is opened. I now esi: Nt 
open the abscess, and you will observe quite a large ise i i | 
quantity of very offensive pus is discharged. After “ Hl) 
washing my hands in a hot solution of bichlorid and WM 
then in alcohol, I introduce two fingers, but can find hi 
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no y appendix. I will not search for it in this case for 
fear of breaking through the abscess wall and doing | 
the patient much harm. If I find the appendix float- _ 
ing in the pus I lift it out, but if 1 can not get it 
without breaking up adhesions, I let it go; I do not 
wipe out the cavity. I used to try to make a 
clean operation, find the appendix and remove it, and — 
clean out everything. I am satisfied that several 
patients who are now dead might have been saved if 
I had been more conservative. ‘Unless you can oper-— 
ate before the formation of pus, say within forty- 
eight hours after the beginning of the attack, and 
before the inflammatory condition has reached its 
height, it is better to simply open the abscess and 

_ drain. The appendix may possibly slough off and 
come away, and nature may close up the opening 
from the cecum. In a certain number of cases, how- 
ever, another operation will have to be done. I now 
introduce several strips of sterilized gauze, into the 
meshes of which I have incorporated some bor-ace- 
tanilid powder, placing one end of the bundle of 
strips down to the bottom of the cavity, and allowing 
the other ends to hang out of the wound. I do not 
use iodoform gauze, because this is just as good and | 
has no odor. You will observe that I brought all my | 
towels, which are plain gauze, with me, and that I 
thoroughly sterilized them in the oven of the cooking 
stove. I do not depend upon the sterilizing of the 
manufacturer, no matter what he may say on the label 
about its being sterilized and hermetically sealed. 
We will now place this large piece of gauze over the 
wound—a single thickness—and fasten it snugly so it 
will not wrinkle. I usually fasten the ends down with 
adhesive strips. I use the most loosely woven gauze 
I can get for this purpose, so the discharge will find 
no obstruction to pass through. I now place over the 
wound a large quantity of gauze cut in narrow strips. 
You will observe that I use plain sterilized gauze, 
_ into the meshes of which I incorporate some bor-ace- 
' tanilid powder. I now place over this another large 
piece of single thickness gauze; over this cotton, 
which you see has come hot from the cook oven; over 
this a Toller bandage. 
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“Phe patient can now be put to bed. Under no 
-, €ireumstances should a particle of food, drink, medi- 


| _¢ine, or anything else be allowed to enter the stom- 


ach for twenty-four hours, and for the next twenty- 


four hours only a little hot water in a teaspoon 


occasionally. A clean dressing should be applied every 
_ forty-eight hours, or oftener if necessary, as long as 


there is much discharge. You should be careful in | 


removing and changing the dressings not to disturb 


in the least the gauze left in the wound for drainage. 


‘The skin about the wound may be wiped with a little 


sterilized gauze, or if there is any dried discharge, a 


little peroxid of hydrogen might be used to remove 
it from the skin, but under no circumstances put any 
peroxid in the cavity. 


“If you have had no experience in this kind of case. 


the very thing you think should be done is the verv 


thing you must not do. You will want to move the 
stinking gauze from the cavity and put in some clean. | 
This should not be disturbed in the least as long as it 


stinks. The edge of the wound and some parts of the 
inner surface of the cavity have become glued to the 
gauze, and if you should break this up you will have 
a raw surface which might absorb poison from the 
discharge. When the cavity is empty the smell will 
disappear, granulations will spring up and the gauze 
will loosen and come away of its own accord. If some 
of the discharge should flow over the granulations it 
can do no harm, because a granulating surface will 
not absorb. Now this may not seem a very scientific 
way of doing these operations, but the patient will 
recover, and recovery is the measure of success.” 


It was now four o’clock. Our team had been 


watered and was at the gate. I could but admire the 
perfect training of the doctor’s team. Although in a 
perfect tremor of delight at the prospect of starting 
they stood perfectly quiet until we were both fixed in 
the seat and the doctor gave the word. Then we 
glided away at a 2:40 gait. | 

 “T trained them myself,’ said the doctor. “I rec- 
ognize the fact that I am one of the lords of creation 
and have dominion by divine appointment. You ob- 
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| serve how perfectly obedient they are. I could drive 


them under the falls of Niagara if there was a wagon 
track there. The man I bought them from has no 
other business than raising road horses; he breeds 
for soundness, form, speed, disposition, and intelli- 
gence. If the same care was exercised in the selection © 
of those who were to be fathers and mothers of chil- 


dren, what a vast improvement might be made in 
the human family in the course of a few generations. — 


_ “We will go home by another route; the distance is 
the same but the scenery is more varied. I know 
every landscape for twenty-five miles in every direc-. 
tion. - Each scene reminds me of a stanza or a poem 
from one of my favorites—Robert Burns, Eugene 
Field or James Whitcomb Riley. The village behind, 


us is ‘Ayr’; that old church on the hill to the right is 


‘Alloway’s Auld Haunted Kirk’; the bridge just ahead | 
is where Tom O’Shanter’s luckless Meg lost her caudo- — 


equinus. ‘Ayr gurgling kiss’d his pebbly shore.’ This 


is the stream; a quarter of a mile ahead, where the 
road sweeps around that point of timber to the left, is” 


a grove of hawthorn, where Burns took his last fare- — 


well of Highland Mary. It is the only spot in all this — 


country where the wild violets have a perfume.* Half 


a mile below this bridge is Riley’s ‘Old Swimmin’ 
Hole.’ 

“What delicacy of touch and fineness of feeling we | 
find in Burns, Field, and Riley,” said my friend, grow- 
ing enthusiastic. “What common-place folk, and what 


trifling incidents are woven into the warp and woof 


of their poetry, yet what intense interest we feel in 
them. Is it true that the way to the heart is through 
common-place and every-day affairs? Is that the 
secret of their power? While it may be true that the 


* About a mile north of the village of Coloma, in Carroll county, Mo., 
is a bridge over a stream called ‘‘ Tater Hill Creek.’’ On the south side 
of this stream, to the left of the road just before crossing the bridge, is 
where the wild violets have a perfume. I have examined every bed of 
violets in all that country, but could find no others with the faintest odor. | 
I took a bunch home with me and transplanted them to my garden, but 
when they bloomed the next spring there was no perfume. I then went 
to the banks of Tater Hill Creek and the perfume was the same asa year ~ 
ago. The particular bunch I transplanted may not have been of the odor- 
ous variety, or there may be something in the soil of that particular spot 
which invests them with the perfume. Who knows? I shall transplant 
some more next spring and try again. | 
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‘rarest fruit grows upon the topmost boughs, it is no. 
less true that 


The sweetest flowers that are found 
Grow rather close upon the ground. 


“We wonder at the art by which so much is made 


of so little. We seek, as if we tear open a flower to 
find from whence the perfume comes, for the secret 
by which in the midst of a smile the throat is made to 
fill and the eyes to swim. 


A tear-drop stands in either eye, 
. And yet I can not tell thee why 
ie I’m pleased and yet I’m sad. 


“heir poetry Sweeps us along in a tide of eiiiaic- 


ity, sweetness, humor, and pathos, yet we feel the ab- 


solute fidelity of the picture.” — 
But my story grows too long. I can not tell more. 
I will only add that if I ever saw a man who was per- 


fectly content with his lot and in perfect harmony 


- with his environments, my friend was one. Our team 
sped on and we reached home amid the glories of a 
gorgeous sunset. The doctor’s wife had a good din- 
ner—roast pork and apple sauce and the necessary 
concomitants. We had our appetites with us. After 
dinner we smoked and talked some more. Then a 
young lady neighbor came in and we finished the day 
with a rubber at whist. 


I am aware that this is out of the usual style for a 


medical or surgical paper, but if I have been able to 
entertain you for one moment, or suggest one idea 


that will be of practical benefit to any one I am 


satisfied. 


DOES APPENDICITIS BELONG TO THE DOMAIN | 


OF MEDICINE OR OF SURGERY? 
By 0. BEVERLY CAMPBELL, A.M., M.D., 


ST. JOSEPH, MO., 


PROFESSOR OF ABDOMINAL SURGERY, une eacuagie MEDICAL COLLEGE; SUR- 


GEON TO ST. JOSEPH’S HOSPITAL. 


My aim in presenting this subject is to attempt to 
harmonize the opinions of physician and surgeon as 
regards the rightful classification of appendicitis. 
The present generally accepted position, as regards 
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classification, is that the disease is both a medical 


anda surgical one. 


From the surgeon’s point of view, we e have two gen- | 
eral classes of men, each adhering tenaciously to their 
position. To the first class belong those who hold that 


~ appendicitis is exclusively a surgical affection and be- 


lieve in an early operation. To the second class, those 
who hold that appendicitis, to begin with, is a medi- 
cal disease and should be so treated until, from the © 
extension of the pathology, it transforms itself into 

a surgical one, when surgical interference is to be 
considered. The vast majority of physicians, men 
who do not do surgery themselves, belong to the sec- 


ond class and ask for the help of the surgeon only 


when pus develops, or as a last resort. There is an- 


other class of physicians who hold that appendicitis 


belongs to the domain of medicine, and, if properly 
treated, it will not become surgical and the mortality 
need be very small. Thus, we have three distinct © 
classes of teachers who are engaged in educating the 
-publit upon the subject of appendicitis. Is it to be’ 
wondered that there is such confusion existing in the - 
minds of the laity and that the surgeon meets with 
such pronounced opposition when an operation is sug- 
gested? Thus, we find the average individual of to- 
day either for or against an operation for appendicitis. 
The statistics of cases operated upon must include 
appendicitis in all of its various stages, the early oper- 
ation representing the minority of cases. The opera- 
tion after pus has formed, the appendix gangrenous, 
perforated, and ofttimes entirely gone, the patient 
septic and very often pyemic, and as well with gen- 
eral peritonitis, must represent the vast majority of 
cases, and the mortality rate is correspondingly high. 
A knowledge of the anatomy of the appendix, its 
various positions in relation to the cecum; the irregu- 


lar length of its mesentery, rendering drainage, in 


most instances, impossible; the marked absorptive 

power of its mucosa, favoring septic absorption; its 
limited blood supply,—all disfavor perfect resolution. 
A study of the pathology of appendicitis shows con- 
clusively that it is rare for perfect resolution to take 
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_ condition to favor a recurrence of the disease. 
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place (16 in 400 according to Ribbert), and that.most 
generally the appendix is crippled, occluded, and in a 


Ina 
small percentage of cases the appendix may become 
obliterated, recovery ensuing. Again, in abscess 


cases an opening may take place into the cecum, by 


ulceration, and the pus drain into the bowel, recovery 
sometimes following. A gangrenous appendix may 


sometimes break off from the cecum and the pus may 
find an outlet through its stump into the bowel... 


These are probably the rare, favorable termination of 
_ pus cases; the majority will terminate in general per- 
itonitis, septicemia, and pyemia. 


nally to begin with and recommend surgical inter- 


ference only under certain conditions have failed to 


elucidate such conditions so that a diagnosis of them 
could be made with certainty. 


pe temperature and pulse have been offered as a : 
guide. A quick pulse and high temperature continu-— 
ing, an operation should be performed. However, the 


pulse and temperature have been proven an unreliable 


guide as to the extent of the pathology, as is illus- 


trated by the following cases: 


Case I—lIn 1895 I was called to see a little girl 


6 years of age. She was complaining of pain in the 
right iliac region; her temperature was 101° F., 

her pulse 100. Physical examination revealed tender. 
ness upon pressure at McBurney’s point, with slight 


rigidity of the muscles. She had been attending — 


school regularly, and the first complaint made by the 
child was on the evening before, on returning from 
school. She was removed to Saint Joseph’s Hospital 
and I operated the following morning. Her tempera- 
ture at the time of operating was 100° F., pulse 96. 
The appendix was gangrenous and was surrounded by 
about two drahms of pus, which was walled off with 
firm adhesions. Two grape seeds were found in the 


pus and another emerging from the appendix through 


a perforation near its free end. 
CasE II.—A man, 30 years of age, the driver of a 


laundry wagon, called upon me at my office in July, 


The class of sur- | 
_ geons and physicians who treat their cases medici-— 
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1898. For two or three days previous he had felt a 
little soreness in the right iliac region, but it had not 
been severe enough to prevent him from following his 
vocation. A physical examination revealed tender- 
ness a little to the right of McBurney’s point and a 
small induration could be outlined. His temperature | 
was 100° F., pulse 88. He was sent to Saint Joseph’s 
Hospital, and the following day a consulting surgeon 


recommended delaying an operation until the adhe- 
sions became more firm. His temperature was 100.2° 


F’., pulse 100. The following morning, about forty-two 


hours having elapsed since I had examined him at 
my office, I operated upon him. At the time of opera- 


tion, his temperature was 99.5°, pulse 100. An in- 


cision was made in the center of the induration to the 


right of McBurney’s point one inch. A well walled in 


abscess was found containing an ounce of foul-smell- 


ing pus. The appendix had sloughed off and had dis- 
appeared. The patient made an uneventful recovery. 
In neither of the above cases was there a history 


of a preceding attack. In Case I the little girl had- 


attended school regularly and had not complained 
of pain or soreness until the evening before I was 
called to see her. In Case II the man has been getting 
in and out of his wagon many times’a day and had 
not felt pain or soreness until two or three days pre- 
ceding his visit to my office, or probably five days be- 
fore the operation was performed. In both of these 
cases we found an advanced pathology, and yet the 
symptoms in both cases were very mild. If it were 
possible to associate the different changes in the pa- 


thology of the appendix with a distinct set of symp- | 


toms accompanying each change in pathology, then 
the policy of delay until such symptoms were manifest 
would certainly be correct, and I am convinced that 
surgeons and physicians would be a unit as to when to 
operate in appendicitis. In Wood and Fitz’ Practice 
of Medicine, page 184, may be found the following 
quotation: “With symptoms of apparent equal sever- 
ity in two patients, the one will die of general peritoni- 
tis while the other quickly recovers; the progress of 
the disease needs to be watched with knife in hand.” 
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Surgeons and physicians pretty generally agree that 


when pus forms, the diagnosis of which can usually 
be positively made, the case demands surgery. 

The points at issue are whether or not we are justi- 
fied in treating appendicitis (the pathology of which 


we should all be familiar with) medicinally, allowing 


our patients to run the risk of abscess, peritonitis, and 
pyemia, the inevitable outcome in quite a percentage 


of cases, or operate as soon as a diagnosis is made. 


The settlement of this important question of when to 
operate in appedicitis rightfully belongs to the domain 
- of surgery; and, for the good of humanity, surgeons 


should lay aside their petty prejudices and seek to 


arrive at the truth. Mortality statistics, medicinal 
and surgical, cannot settle the question unless all 
cases treated medicinally be allowed to get well or 
die without surgical interference, a reasonable length 
_of time being allowed for recurrences. The surgeon’s 


mortality must continue to be great so long as the 


majority of surgeons and physicians advocate the 
policy of delay. 

The question as to whether appendicitis belongs to 
the domain of medicine or surgery should be settled 


by a consideration of its pathology and the effect of 


remedial agents in arresting the disease and bringing 


about resolution in the part. In my opinion, there is. 
not to be found within the materia medica a drug 


that has a direct physiological effect upon a diseased 
appendix. It is recommended by some authorities in 
acute appendicitis to use saline purgation; it is also 
sometimes necessary to give salines or some other 
-purgative or laxative in cases of fracture, yet no one 
will claim that the purgative or laxative directly aids 
in promoting union of the broken fragments, nor does 
the purgative arrest the inflammation in the appendix 
or rid it of its fecal impaction or of foreign bodies. 
To opium is ascribed the physiological effect of im- 
mobilizing the appendix. Opium possesses the phy- 
siological effect of diminishing peristalsis in the bow- 
els; but in the majority of cases of appendicitis the 
inflammation has already arrested peristalsis and the 
administration of opium may do positive harm by 
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masking symptoms. In relying upon remedial agents 
in the treatment of appendicitis, it is simply trusting 


to nature, as none of them directly affect the appendix. 
In very few diseases will the mortality be 100 per 


-eent. if intrusted entirely to nature. Yet, were the 


mortality but 15 or 20 per cent., and surgical science 
could reduce it to 5 per cent., then who would not de- 
cide in favor of surgery? I am yet to be convinced © 
that there is a medicinal treatment that can have a 
direct effect in changing the pathology of appendicitis. 
The treatment is purely a symptomatic one, and no 


‘direct curative effect can be ascribed to any plan of. 


medicinal treatment. Then, shall we nurse, feed, and 
relieve the pain of appendicitis and trust to nature 
to bring about a cure, knowing that many of the cases 


will terminate in abscess; peritonitis, septicemia, and 
_pyemia? Or, shall we operate early and forestall the | 
-direful results mentioned? Were it possible to ascer- | 
tain the percentage of cases of appendicitis treated 
- medicinally with apparent reeovery, which later on 


terminated in general peritonitis, septicemia, pyemia, 
with secondary abscesses in the liver, kidneys, lungs, 
heart (ulcerative endocarditis), and brain (meningitis, 
cerebritis), many of which are not diagnosed as sec- 
ondary to appendicitis, it would be found to be very 


great. 


CasE III will illustrate a death from pyemia. A 
young man, a student, 19 years of age, had an attack 
of appendicitis in February, 1898. He was treated 
medicinally and was pronounced cured in two weeks. 
In May he had a recurrent attack and I was called 
to see him. His temperature was 103°, his pulse 130. 
There was considerable pain and tenderness at Mc- 
Burney’s point and a small induration could be out- 


lined. There was distinct tenderness and enlarge- 
ment in the liver and he was jaundiced. An incision 


was made in the center of the induration. An ab- 
scess, containing probably three ounces of offensive 
pus, was evacuated. The appendix contained an en- 
terolith, was gangrenous, and perforated. It was re- 
moved and the cavity drained with a Mikulicz gauze 
drain. There was no particular change in the patient 
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about -four hours, as reported by the at- 


tending surgeons. At the end of that time the patient 
began to grow worse and died at the end of three days. 
A post-mortem examination revealed a subphrenic ab- 
scess of the right kidney and multiple abscesses in 
the liver. 


-When surgeons can be convinced that appendicitis 


is an exclusive surgical affection and that operative 


_ interference should be early, it will not be long until 


_ physicians in general will so accept it. Dr. Tyson, of 
Philadelphia, at the last meeting of The American 


Medical Association, in discussing a paper upon ap- 


pendicitis by Dr. Elmer Lee, of New York, in which 
the writer had taken the extreme position that ap-— 
pendicitis belongs to the domain of medicine and that, _ 


if properly treated, would not become surgical, said 


in conclusion: “If I am satisfied that appendicitis ex- ‘ 
ists, I am willing: that the should be re- 


moved.” 


a shall thus summarize my views upon this subject: : 
That the accumulated evidence shows conclusively 


that medicinal treatment cannot arrest the pathology 
of the disease, and that a frightful percentage of cases 


so treated will terminate in abscess, peritonitis, septi- 


- cemia, and pyemia; that an early diagnosis and opera- 

tion are rapidly growing in favor, and it appears to 
me that surgeons and physicians who are thoroughly 
familiar with the pathology of appendicitis and have 
had a reasonable experience in its treatment, from 
both the surgeon’s and physician’s standpoint, should 


arrive at the same conclusion; that he who treats 


such cases medicinally has no assurance, from the 
symptoms present in a given case, that the appendix 
will not perforate, pus form, and general peritonitis 
or pyemia ensue; that it is irrational to be consoled 
with statistical reports and trust that our cases will 
turn out likewise; that statistics are very unreliable, 


many times a wrong diagnosis is made, and cases are 


reported cured which finally have recurrent attacks; 
that, under such circumstances, the physician tabu- 
lates the recovery from the first attack as a cure; that 
the surgeon operates during or foilowing a second at- 
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tack, his case is septic, and death often ensues and is 


accredited to the surgeon’s mortality; that, if ap- 
pendicitis were rightfully classed as a purely surgical 
disease and the early operation the generally 
adopted plan of treatment, pus cases would be less 
frequent and the mortality rate would be very much 
lessened. 


APPENDICITIS. 


By JOSEPH EASTMAN, M. D., ‘LL. D., 
INDIANAPOLIS, IND., 
PRESIDENT CENTRAL COLLEGE OF PHYSICIANS AND SURGEONS. 


Having written an article on Appendicitis (see Med- 
ical and Surgical Monitor, June 15, 1898), I received 
some very complimentary letters from distinguished 


- operators which suggested to me the idea that a still 
further discussion from a still larger number of broad- 


minded surgeons would be of interest to the profes- _ 
sion, believing that they, like myself, are desirous 

of obtaining truth, which always lurks between ex- 
tremes of error. I had asked that the dictum, “Op- 
erate in every case as soon as the diagnosis is made,” 
be qualified, because it was too narrow and, as I be- 
lieved, unsafe teaching. It would make every opera- 
tion one of emergency, and, therefore, no better than 
that horrible compromise, that other emergency, sur- 
gery when medicine fails. 

I still believe that in many cases a judicious use of. 
codeine in the rectum in large doses, or even whiskey, 
neither of which have the objection morphine has, hot 
applications, saline cathartics, and rectal tubes will 


often put the patient in a more favorable condition by 


arresting inflammation in its progress towards sup- 


~puration; thus enabling us to make an operation of 
expediency, with practically no mortality, when mi- 


crobic infection is less to be feared. 

If we are ever to — establish the true principle 
that appendicitis is a surgical disease to be treated 
by the abdominal surgeon, we must advocate the open- 
ing of every abdomen in the interval of acute infection, 


—anticipating and preventing recurring appendicitis. 


o's i ’ 
. 
| 
itt 
bing 
4, 
ae 
* 
a 
Pe 
2 
q 
| 
tea 
é 
als 
eth 
te 
= 
| 
] 
t 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 4 
| 
| 
| 
| 
i 
| 
4+ 
4 
F 
i 
1 
4 
| 
‘ 
. 
ae 
~ 
san 4 
7 
Pee 
~ 
i's 
“ 
4 


‘EIGHTH. ANNUAL MEETING. 81 


Where I have peer the abdomen following med- 
ical cures (?), or evacuation of appendiceal abscesses, 
I have.never failed to find conditions more jeopardiz- 
ing the patient’s health and life than an operation 

done as an operation of expediency with a definite 
technique by the competent abdominal surgeon, who 
would surely always use antiseptic precautions, in- 
cluding the environments of patients. These precau- 
tions are the accompanying blessings of expediency, 


and cannot always be secured in operations of emer- | 


- gency. I am quite sure that the wisdom of those seek- 
ing for truth enables them to arrive at 'the conclusion 
at which I ‘have arrived. Always secure immunity 
from the second attack by keeping the patient on his 
back during convalescence; remove his appendix be- 
fore he is allowed to stand on his feet again. 


As will be seen by the following letters, only a few 
are still nibbling at that old bone of contention, “Oper- 
ate in every case as soon as the diagnosis is made,”— — 
a bone of contention from which the meat has been : 


stripped long ago, and the bone not only sand-papered 


‘but bleached. ‘The few that still cling to this idea of _ 


making of every operation an emergency operation, 
- instead of one of expediency, are so blinded to reason 
that they are not willing to entertain other important 
and still more aggressive propositions. For example, 


in my article the first proposition set forth was, “The 


unqualified dictum, ‘operate as soon as the diagnosis 
of appendicitis is made,’ is unsound, unsafe, and often 
pernicious.” In all of the letters which I have re- 
ceived, those who take exceptions to the first proposi- 
tion are so blinded that they do not read the word 
“gnqualified” and then qualify “if the diagnosis is 
made in. the first twenty-four hours,’ or another 
within the first forty-eight hours. They qualify their 
dictum, which is about all I ask. But what are we to 
do when, as is very often thé case, no physician is 
called, to say nothing of the surgeon, until more time 
than this has elapsed. 


A bolder and more humane surgeon would carry his. 


patient along under close observation, and proper med- 
ical treatment, to a time when an operation of expe- 
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diency with almost no mortality could be made. A 
less humane and reckless surgeon might plunge into 


the abdomen at a time when microbic infection was 
most virulent. 


I am still of the opinion that all so-called medical 


cures (?) dre to be cured over again by proper surgical 


-procedure;—I mean proper as applying to time and 


technique of operating. 


I still insist, having made a large number of opera- 
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tions since my last publication, that after opening an 


appendiceal abscess, before the patient is allowed to 
go about his duties, the abdominal cavity should be. 
opened, the cecum and intestines freed from adhe- 
sions, and the appendix removed by an aseptic and 


definite technique. 


The appendices found, the hernia and adhesions fol- 
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lowing an opening of these abscesses have abundantly 
_ confirmed the wisdom of completing the surgical work | 


as I have indicated. 


I am surprised that some abdominal surgeons sug- 
gest waiting for a recurring attack, after a so-called 
of the wisdom of remaining in bed until they had com- 
scess. One attack has always admonished my patients 
of the wisdom of remaining in bed until they had com 
- plete immunity from mental torture incident to the 
dread of a second attack. | 

Iam more than ever justified in my conclusions: 

First—The unqualified dictum, “operate as soon as 
the diagnosis is made, ” i unsound, unsafe, and often 
pernicious. 


Second—Appendicitis is a disease demanding surgi- 


cal treatment at the hands of the expert in abdominal - 


work, for the reasons: (a.) In no abdominal operation 
is so thorough mastery of the principles and tech- 


nique of asepsis necessary. (0.) The operator with an 


experience of hundreds of abdominal sections can give 


the patient a better chance of life than one who oc- 


casionally opens the abdomen. This need not deter 
any surgeon or physician from operating 1 in an emer- 
‘gency. 

Third—After an attack of appendicitis, with Faiiiin 
of appendix,* the patient is carrying an open communi. 
cation between the intestinal lumen and the peritoneal 
cavity, which, if temporarily closed, may open at any 
time by absorption of the exudate, or adhesions, which 
have temporarily closed the leaking sinus. 

Fourth—The cases cured (?) by medicine should, 
during their convalescence from the cure (?), be sub- 
mitted to a surgical cure in fact, not in fancy, for the 
reason that operation in the interval of attack is less 
‘dangerous than medical cures (?). 
Fifth—All cases in which an appendiceal abscess 
has been opened come under the same head as medical 
cures (?) and demand surgical cure in fact, not waiting 
for a second explosion of dynamite. | 

Sixth—Who would think of living in a house with a 
bursted leaking sewer, sending out microbic infection 


* The four words in italic were left out of my former paper by accident. 


J 
- 
¥ 
‘hed 
‘ 
A * 
© 
| 
+ 
big 
is 
| 
a 
» 
& 
a 
th 
sen 
pe 
& 
iz & 
| 
4 he 
= 
| 
iq 
iw 
> 
& 
+ 
| 
a? + 
= 
fe 
4 ¥ 
i: 
| 
. 
%, 


84 WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. 


and poison, depending on the debris of fungous filth, . 
_ feces, or accumulations to hermetically seal up the 
opening. It would be contrary to all the best princi- 


ples of correct science, of good surgery and of common 
sense. | 
Seventh—“Surgery should be as the hand. maid of 
medicine, not supplanting her mistress nor yet usurp- 
ing her rights, but rather assisting her to maintain 


them.” 


These conclusions are abundantly confirmed by the 


letters which I here present, with comments: 


Dr. Stewart Labingier, Denver, writes: 
“My DEAR Doctor EASTMAN: I beg to 


testify to your recent contribution on appendicitis to 
_ the Denver Medical Times of recent date, as the most 


correct, concise, and elegant contribution on this sub- 


ject which I have ever seen. I am personally indebted — 


to you for this timely detail of a beautifully perfected 
technique, and I very cordially name this“as the most 
inspiring resume of this subject in recent errs. 


- Dr. G. M. Young of I Evansville, Ind., writes: 


“My Duar Doctor: The position I have taken in the 


enclosed interview on appendicitis has been severely 


criticised in our meeting last night, of County Medical 


Society, by different members of the profession. I re 


fered to your valuable article on appendicitis in the 
Medical and Surgical Monitor, June 15, also to ex- 
tracts from Senn, McGuire, etc., in defending my posi- 
tion. I would indeed be glad to have you review the 


. article and have your opinion, as you are so ably quali- 


fied to treat this subject from an unbiased standpoint. 
The mortality in our city in operating in the acute 


stage of the disease has been very high. The opinions 


expressed at our meeting were universal, viz.: ‘The 
surgeon should operate as soon as called and diag- 
nosed the case appendicitis, regardless of the stage of 
the disease.’ I desire your opinion for my own satis- 
faction and future benefit, and with no thought of 
drawing you into our controversy. Wall treat it con- 
fidential if you desire. What is the name of the spe- 
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— clal forcep you use in n clamping the base of the appen- 
dix preparatory to using cautery?” = 


Dr. Chas. McBurney, of New York, says: : 


“Dear Doctor: Your note of July 22d before me. 
I certainly warmly endorse most of the conclusions 
which you have drawn in your article on appendicitis. 
I cannot entirely agree with the third. Does not an in- 


flammatory attack, originating in the appendix, often 
run its course and subside without perforation of the 
appendix occurring at all? These cases should cer- 
_tainty all be treated by removal of appendix in the 
interval between attacks, because the operation is safe 
and radical, and because a subsequent attack may be 
very unsafe. But I would not like to say that after all 
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attacks of appendicitis the patient is carrying an open 
communication between the intestinal lumen and the 
peritoneal cavity. In regard to the fifth conclusion, 
in a considerable number of cases in which abscesses 
have been opened, the appendix has been destroyed 
by the suppurative process, coming away in the dis- 
charge as a soft slough or it is so completely broken 
up that it is never recognized at all, even as a slough. 
These cases will heal properly and radically as a rule, 
and so secondary operation is not required. I have, 
however, seen a number of temporarily healed abscess 
cases subsequently break down and call for a second | 
operation. In these cases the appendix had doubtless 
been overlooked at the first operation, and part of it 
at least remained behind to give rise to a second at- 
tack. In operating on an abscess case I always en- 
-deavor to identify and remove the appendix. Some- | 
times it is impossible in such cases to find it, or if 
_ found it is sometimes unsafe to direct it away from the | 
abscess wall and remove it. These last cases should — 
of course be operated upon at a later and safer period 
and the appendix removed.” 


The appendix does not always rupture; therefore, 
there is not always a communication between intes- 
tinal lumen and peritoneal cavity. 


Dr. W. W. Keen, of Philadelphia, says: 


“My Dear Doctor Eastman: I have only a hur- 
ried moment to answer your letter, as Iam just getting 
ready to go to Europe. Your first, second, fourth, and 
seventh conclusions I heartily endorse. I do not quite 
understand the third and fifth, and, therefore, can | 
say nothing about them. As to the sixth I should 
hardly ‘call it a conclusion, it is rather a simile. I 
think your paper is an excellent one on the whole, and — 


it practically takes the ground which I did in Denver 
last June.” 


Dr. Keen believes that the first should have some 
qualifications. 


Dr. Hunter McGuire, of West Virginia, writes: 
“My Dar Doctor: Your letter, after much delay, 
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has been forwarded to me at this place. I am afraid 


my answer will be too late to help you even if other- 


wise it was worth anything. I agree with all of your 


seven conclusions. The first is of the last importance. 
To operate in all cases is poor surgery. Future in- 
vestigations may determine what cases to let alone. 


‘While I have operated about three hundred times, I 


have many cases, presumably well, after one severe 
attack, without surgical interference. After the sec- 
ond attack, operate in the ‘interim’ if possible. I 
cheerfully subscribe to all you say.” 


Dr. A. H. Cordier, of Kansas City, does not believe | 
there are any qualifications to my first; agrees to 


second; third, would use as argument to sustain views 


on first. Fourth, “T fully endorse, provided I did not 


see the case before that cure (?) was effected by medi- 
cine; of course, if the case presented all evidence of 
a cure in that attack, I might say delay for the con- 


venience of the patient, and not because I thought he . 


- would die were he operated at that time. Appendiceal 


calms cannot be trusted unless the oil is poured on the © 
appendix.” Fifth, he endorses and would use it as. 


an argument for early surgery. 
Dr. J. B. Murphy: 


_ “My Dear Doctor: As to the first proposition, if 


the ‘dictum’ implies acute appendicitis and means ‘as 
soon as the diagnosis is made’ by an intelligent diag- 
nostician, which is in the first forty-eight hours, I 
think the dictum is correct. In the second, I fully 
agree with you. The third condition given I have not 
seen. I do not believe that the sinus reopens in the 
manner therein described. A new attack may be ig- 
nited and in that way a new opening produced. In 
the fourth we fully agree. In the fifth the same; in 
the sixth ditto. In the seventh, abdominal surgery 
has made itself and has bettered the class of abdom- 
inal physicians. Until the surgeon begun to work in 
the abdomen there was very little known of its dis- 
eases. If you recall the time when you and men of 
_ your calibre began to work in the abdomen you will 
be forcibly reminded that there was very little posi- 


4 
val 
“a 4 
i 
j 
co 
a 
Be 
| 
4 
4 
EE 
ba 


=f 


ty, 
{ 
a 4 
J 
& 
& 
| 
4 
af 
- 
| 
V4 
] 
| 
J 
| 
| 
eat 
| 
é 
| 
% 
Se 
e 
a 
= 
” 
{ 
4 
ae 
~ 


88 WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. 


tive knowledge about abdominal diseases and a co- 


_lossal amount of speculation.” 


Dr. Murphy makes qualifications on first proposi- 


tion; therefore, we agree. 


Dr. Arthur Dean Bevan, of Chicago, writes: 


“Dear Doctor: I agree perfectly with your first — 
and second conclusions, but in regard to the third, 
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fourth, fifth, and sixth conclusions I take some excep- 
tions, because I believe from a study of the best sta- 
tistics that are at my disposal (I would refer especially 


to those of Dr. Ludwig Berzog, of the Bethanian Hos- 


pital of Berlin), that after the first attack of appen- 
dicitis four-fifths of the patients are permanently 
cured, whether treated medically or by opening a pus 


cavity. If recurrences are to take place in a given 
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case, in a great majority of cases they present them- 
Selves within the first year. Accepting this general 
proposition as being true, I have come to the conclu- 
sion that it is best not to urge an early operation for 


the removal of the appendix after the first attack. If, 


however, the second attack does occur, as it will in 
about 20 per cént. of the cases, I then strongly advise 


the removal of the appendix in the interim. Only 


about 10 per cent. of my cases where I have simply 


opened the abscess without removing the appendix — 
have had another attack, and in these I have made a 
radical operation later. I have no patience whatever 
with the surgeons who accept the iron-clad rule of — 
| operating upon all cases of appendicitis as soon as the 
diagnosis is made. I agree with you thoroughly that | 
this ‘smacks more of solicitation for business than 
solicitation for human life.’ One point which must 


not be lost sight of in coming to judicial conclusions 


in regard to these cases, and that is the subject of 
hernia, which will occur in a certain proportion of 


cases no matter how operated or by whom. I am 
much interested in the simple technique which you 


have evolved for the removal of the appendix and shal} 


give it a good trial in my wor ” 


The question of hernia is a point welt taken against 


operating when it might be avoided. I would rather 
risk a hernia than diseased appendix. 


Dr. Roswell Park, of Buffalo, N. Y., writes: 


“My Dar Doctor: Replying to your favor of the 
22d, in which you ask me for my opinions in your ar- 


ticle, I would say that I am prepared to cordially en- 


dorse them, I think, without reservation. Some years 
ago I thought.to put myself in the position of a con- 
servatist, and so I was somewhat chary in advising 
operations for appendicitis. The more I watched my 
own work and that of others, the more I came to the 
conclusion that a leaning to mercy, which I have al- 
ways favored, meant a leaning toward an early opera- 
tion. I have seen more harm come from not operating 
than from operating, yet I by no means operate on 
every case. I am guided largely by the presence of 
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indications of sepsis, by rigidity of the abdominal - 
wall, by the pulse rate of over 114 or 116, as well as — 
by the other features which are generally accepted in 
America as being indications for operation. I have 
been very much pleased with your paper and thank 
you for sending a copy of it.” 


Dr. A. Vanderveer, of Albany, N. Y., writes: 


“My Dmar Docror: Many thanks for your reprint, 
which I have read with benefit, though I cannot agree 
with you at all in the treatment of the stump. Some- 
time will write you my views more in detail or per- 
haps discuss the subject in some one of our meetings. 
Regarding your seven conclusions, I agree with you 
fully, and yet we will have to fight hard to bring many 
general practitioners and friends (?) of the patients 
to this certain knowledge of the situation.” 


Dr. J. E. Summers, of Omaha, Neb., wrote me: 

“My Dear Doctor: I can heartily endorse all of 
your seven couclusions, except the fifth. I cannot en- 
dorse this one because, so far as I know, only three of 
my cases operated upon by incision and drainage of 
the abscess without removal of the appendix have had 
second attacks. My first operation was done in 1885, 
and the patient proved to be one of the relapsers. 
My last operation was done to-day (August 16, 1898), 
and was by incision and drainage, and I do not expect 
the second attack. I remove the appendix where I 
can do so with safety, otherwise I simply drain. My 
experience is (operative), in all classes of cases, ap- 
proximates two hundred. Perhaps 25 per cent. of 
these have been abscesses which were incised and © 
drained. Judging from personal observation there 
is little danger of a second explosion of dynamite. It 
seems to me that in the long run more people would 
die from the proposed second operation of conclusion — 
five than if such cases were left alone until operation 
was called for by acute symptoms.” 


Dr. John B. Deaver, of Philadelphia, writes: 


“Dear Doctor EASTMAN: I have read your paper 
and conclusions very carefully. I heartily endorse all 
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the conclusions, with the exception of the first. Were 
all cases of appendicitis operated upon as soon as the 
diagnosis is made, granting that this be within twelve 
or twenty-four hours of the onset of ‘the attack, the 
mortality of this dreadful ailment would be practi- 
cally nil, while under your teaching it is very con- 
siderable. I should like to have the pleasure of dis- 
cussing this very important subject with you.” 


Dr. Deaver makes a qualification of twenty-four 


hours. Yet the “chip on his shoulder” is so heavy he 


thinks he must disagree. 

The trend of Dr. Cordier and tees in still trying to 
educate the physicians, and they the public, that a 
competent abdominal surgeon must reach all these 
cases within the first forty-eight hours, with a view of 
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anticipating a rupture of the appendix or ‘the forma- 


tion of an absecss, suggests that their experience has. 
been at variance with mine. I have always urged that 
appendicitis is a surgical disease; that all medical 
treatment is preparatory to operative procedure at 
the proper time, and yet careful examination of most 
of these cases reveals the fact that the appendix has. 
been in trouble for days; sometimes even for weeks. 
no physician has been called; sometimes it is in an 


acute stage of recurring appendicitis when the diag- 


nosis is made,—surely an unfavorable time for surgi- 
cal interference; surely not as favorable a time as 
that suggested by Hunter McGuire, between acute 


attacks. The threadbare argument, “If we could only > 


have seen the case and operated a little sooner, if it 
had not been put off so long,” as a theory is untenable, 


for the reason that these cases come-to the surgeon — 


in all the different stages of the disease, and if one 


thing above another will educate the public to having 


these looked after in time it is advocating that all 


- medical cases must be cured over again, thus antici- 
_ pating and preventing a second attack of recurring - 
appendicitis. That medical cures are not cures at all, — 


and that where peri-cecal abscesses are opened, the _ 
cecum and greater omentum are often tangled by ad- 
hesions, which, together with the hernia so likely to 


follow, make an operation to reinstate normal condi- 
tions advisable, are facts which should teach the pub- 
lic that surgery must come sooner or later in all cases — 


of diseased appendix. This teaching would, also do 
more to. secure early surgical interference than the 


- unqualified dictum, “operate at the moment the diag- 
nosis is made.” 


Their continued suggestions, “If they could only 
have operated earlier,” remind me of the Irishman 


who was singing out in the streets of Dublin, “Here’s 


your beautiful flowers. Only sixpence a bunch.” A 
lawyer in his office near by, being tired of this noise, 
stuck his head out of the window, and told him to go 
away. Pat answered, “Where will I go?” Ny” 
he said, “go to London. You can get a shilling a 
bunch for them there.” Pat again asked where Lon- 
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don was, and was told it was about 250 miles away. 
It was then Pat’s turn to talk. He said to the lawyer, 


“Do you see that beautiful sheet of water ’way yon- 


der.” The lawyer said, “Yes, what of that? That’s 
Lake Killarney. ” Pat replied, “If—if yez had Lake 


Killarney in hell, yez. could sell it for a guines a 


drink.”’ 


From the opinion expressed in the foregoing letters, 
plus the experience in my work, I feel — in the 
following conclusions: 

First—The unqualified dictuin, “operate in every 
case as soon as the diagnosis is made,” is untenable, 


for the reason that all its advocates urge qualifica- 
tions that the operation must be made within the 


first twenty-four or forty-eight hours, and in other 
practice, no doubt, give cases more or less time in 
order to secure better conditions of -patient and en- 
vironments. | 


Second—The dictum, “operate in every case as ' , 
soon as the diagnosis is made,” is not up to advanced 


surgical teaching, for the reason that it does not advo- 


cate operating after every first at'tack, thus anttici- 


pating and preventing the possibility of recurring ap- 
pendicitis. While the patient is in bed from the first 
attack he willingly consents to having the little “nuis- 
ance” removed from his flank, whereas, if he is al- 
lowed to get up and wait for a second attack, the 
laity and conservative physicians might give bad ad- 
vice. 

Third—As a surgical principle it has failed to de- 
prive the too conservative physician of entertaining 
a hope that medical cures (2) are cures that the ‘pa- 
tient can depend upon. : 

Fourth—Very few operations mide three to four 
weeks after appendiceal abscesses have been opened 
will disclose conditions of greater omentum, ileum, 
and cecum,—hernia of one or more of these structures 
named,—abundantly warranting the assertion that 
the greatest safety of the patient lies in properly 
closing the opening in the cecum, separating adhe- 
sions, and properly uniting wound to avoid hernia. 

It has been stated that the aggressive surgeon needs 
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a conservative physician to hold him j in check. The in- 


dolent physician surely needs a conscientious sur- 


geon to teach him modern surgery. 

The foregoing letters abundantly prove that some 
of our best American operators, using the wisdom born 
of experience, believe that the stage of the pathologic 
condition in some measure determines the time when 
an operation should be made. They, as all other 
operators, have found that they are summoned to the. 


bedside of patients with appendicitis during every 


stage of the disease, and that the attending physician 


is not always to be blamed for delay in summoning 


the surgeon. The foregoing letters also disclose the - 
fact that at least a number of good American opera- 
tors consider that operating against time is one thing 
and operating against eternity is another. _ 
After watching my patients, I have seen no fatality 


. in operating during the patient’s convalescence from 


medical cures (?), and other so-called cures in opening 


-appendiceal abscesses. 


Some of my correspondents who regret very much 
that I disavow the radical indications have evidently 
stumbled over the first one of the conclusions and in 
their fall blinded their vision, or they would have 


noticed that I advocate the most radical lines of sur- 


vical treatment extant,—anticipating, not allowing, 


a second attack after medical cure (?) or possible cure 
after an appendiceal abscess has been opened. In my 


first proposition I simply ask the so-called radical 
gentlemen to qualify their dictum by stating what 
they meant by the first twenty-four or forty-eight 
hours; if this does not qualify their dictum, as to 
whether they will prepare their patient for operation 
by internal and external sterilization. _ 

You will note that I stated appendicitis to be a sur- 
gical disease; that I deny the probability of a medi- 
cal cure (?); that I deny the probability of a cure after 
appendiceal abscess unless the appendix has been re- 
moved and the cecum closed by definite technique. 
Three-fourths of the cases operated on have had more 
than one attack. I would, therefore, anticipate and 
prevent three-fourths of the number of cases needing 
operations. 
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Having nearly completed two thousand abdominal 
sections, I am led to the conclusion that a larger ex- 
perience in abdominal surgery will cause the so-called 
radical indication men to make a few qualifications; 
consider the importance of anticipating and prevent- 
ing three-fourths of the recurring cases, or be classed 
with those futnishing the Seidlitz-powder literature 
of the day and not with those earnestly seeking for 
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time, appendicitis been with us always; 


but, like time, whose chronology has differed under. 


the records of the various chronologists, appendicitis 


has been known by various names, and its method of | 
treatment has been as diversified as the chronological 


tables of ancient historians. 
It may seem strange that a disease which has been 


so prevalent as this one, so fatal in its results, has, 


until recently, been so neglected, and its pathology so 
universally misunderstood. The first article on appen- 
dicitis read before the Ohio State Medical Society was 


presented less than nine years ago, at which time the | 
author of this paper was fully convinced, by practi-_ 


cal experience and experimental work, that “the only 
safe and reliable method of treatment that would 
promise permanent relief was prompt amputation of 
the appendix.” In the study of comparative anatomy 
_we have learned that the appendix is only of use in a 
few lower animals, but that in man it is a rudiment, 
which is best expressed in the couplet, found in the 
nursery rhymes, referring to Mary’s little lamb, 

| “Every thing can something do, 

But pray tell, of what use’are you?” 

The paper above referred to elicited a spicy and 

varied discussion, in which a no less prominent and 
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highly respected professor than the late Dr. W. J. 
Scott, of Cleveland, Ohio, asked the question, “‘l 
would like any man to point me out and state the 
symptoms from which he can absolutely say that it 


is necessary to make an operation.” In the same dis- 


cussion, Professor Kinsman, one of the leading med- 


ical practitioners of Columbus, Ohio, said, “In thirty 


years of practice, I have seen hundreds of such cases 
get well without surgery. I have seen some die.” I 
believe I am justified in saying that I believe there 
are still prominent practitioners who adhere to the 
same ideas to-day, but I believe I am also justified in 
saying that their number is diminishing, as time and- 


experience prove to them the untenable position they 


When and when not to operate for appendicitis is 


the question which confronts not only the surgeon. 


but the physician, whether alone at the bedside or 


in counsel, and it is he who can best determine the 


pathological condition, who is best able to give ad- 
vice on this subject. In my humble opinion it matters 
not what may be the cause of the inflammation of the 


appendix vermiformis, whether it be a concretion, a 


grape seed, or other foreign body, catarrhal inflamma- 
tion, adhesive bands—-cutting off the circulation and 


threatening necrosis, or whether it be peri-typhilitis — 


or a traumatic injury of some kind, if we have a dis- 
ease of the appendix with localized pain, with irrita- 
tion of the alimentary canal, with a disturbance of the 


pulse and temperature, we have a condition which al- 


ways threatens life. While some of these cases may 
get well, we know not the day nor the hour when they 
may be called upon, without the slightest warning, 


to suecumb to the inevitable. It is true that a num- 


ber may recover, but of this number there are but 
few in whom we do not have recurring attacks, and 
with recurring attack the danger is increased. Then 
the question naturally arises, why should we advise 


our patients to subject themselves to these recurring — 


attacks for the purpose of saving a part of the anat- 
omy, which is only a rudiment, and when in perfect 
health is worthless, and worse than worthless when 
diseased. | 
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- Regarding the time when we should or should not 
operate, it depends altogether upon the pathological 


conditions which we find in the patient when we are 
first called to the case. These conditions may be > 


classified into four distinct divisions. 


1. Acute appendicitis without perforation or suppu- 
ration. 


2.-Chronic appendicitis, associated with partial ob- 


_ literation of the appendix or adhesive bands, or both. 


tion. 


Acute or chronic appendicitis suppuratien 
and general peritonitis. 

Acute Appendicitis without Porfesilion or Sup pura- 
tion. —In this class of cases the writer believes that 
prompt operation and the removal of the appendix at 
the earliest possible date is not only advisable but will 
result in the greatest number of recoveries and the 


best final results.. If, however, the attack is very 


slight, and the patient is in a convalescent condition 
without any evidence of perforation or suppuration, 
it may be well to delay the operation until the inflam- 
mation has practically subsided and operate in what 
might be termed the interim between the recurring 
attacks. If we adopt this plan, however, we are more 
apt to find adhesions, which are harder to break up 
and more destructive to the surrounding tissues than 
if we operated early in the inflammatory stage when 
we have nothing to contend with but an inflamed 
appendix with. possibly a thin film of leucocytes or 
plastic material which nature has thrown out as_ 
guard against further infection to the abdominal 
cavity. 

Chronic Appendicitis, Associated with Partial Obliter- 
ation of the Appendix or Adhesive Bands, or both.— 
Many of these cases come to the operator after they 


have had repeated attacks. It was only a few days 


ago that I removed from a young lady, who was ad- 

mitted to the Wyoming General Hospital, from west- 

ern Wyoming, an appendix of more than double its 

normal length, and in which the lumen was almost ob- 

literated. It was adherent to the broad ligament, the 
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tube, the ovary, and the intestine. There was no sup-- 
puration, no perforation, and its removal resulted in 
complete recovery. Had this case been operated 
earlier, I am satisfied we would have obtained better 
results, with a less difficult operation, and attended _ 
with much less danger, saying nothing about the pre- 
vention of years of needless suffering, which the pa 
tient underwent before she was operated. : 
Acute Appendicitis with Oircumscribed Suppuration. 
—Unfortunately, not only the physician, but more 


frequently the surgeon, is called to see this class of 


patients when suppuration has taken place, and we 
find there is a circumscribed suppurative inflamma- 
tion with not only a sac filled with pus, but often- 


- times fecal matter, resulting in partial obliteration 


of the appendix. In this class of cases there is no 
question as to our duty, and the more promptly we 
evacuate the pus cavity, the less danger there will 


be. If there is any class of patients in which the _ 


prompt removal of pus is imperative, it is those where 
the sac is made up of a portion of the intestine and 
abdominal walls, which may at any moment become 
necrosed and the intestine perforated, resulting in 


death. But if we operate these cases promptly, evac- 
uate their contents, and at the same time be ex-— 


tremely careful not to break down nature’s wall, 
which has protected the life of the patient from gen- 
eral peritonitis, and sponge out the cavity with a bi- 
chloride solution and pack it with gauze dipped in a 
“bichloride evaporating solution,” the majority of 
these patients will recover, although in some in- 


stances we may have complications arise in the nature 


of fecal fistula or possibly an artificial anus. When 
the former occurs it requires operative interference 
for its repair. In a few cases I have seen such ex- 
tensive destruction of the intestinal walls as to be fol- 
lowed with a complete artificial anus, and in one case 
I was unable to establish the continuity of the intes- 
tinal track until I had switched the bowel off by the - 
use of Senn’s bone-plates, establishing connection 
between the smaller intestine and the colon at the 
juncture of the ascending and transverse colon, after 
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which I was enabled to close up the opening at the | 5g 
head of the cecum, and the patient is to-day enjoying sean 
health. 
But, gentlemen, it is clear to me that all these con- a 
ditions prove the necessity of early and prompt oper- Bee” 
ation. Why should we wait for suppuration to take a. 
place and take the chances of nature saving our pa- | ee | 
tient by an artificial wall of plastic material and + 
which is sure to require an operation to evacuate the 
pus, and endanger them to a secondary or tertiary | 
operation in order to get permanent relief. In my 
* _ judgment it is much better to have operated in the 
_ early. stage, or, at the farthest, during the interim — 
between the recurring attacks, before marked adhe- 
sions or suppuration and destruction of important 
tissues have occurred. | 
 Aeute or Chronic Appendicitis with Suppuration and 
General Peritonitis.—In the treatment of this class of 
cases there is little for the physician or surgeon to 
do, but to look wise, visit his patient, and wait for 
the inevitable. These patients, as a rule, come to you’ 
suffering from septicemia, prostrated and exhausted, — 
-and it matters little whether you operate or not, the 
results are the same. In the desperation of their con- 
dition oftentimes the patient and friends urge upon 
the surgeon to operate, but I wish to say to you, gen- 
tlemen, that I have never operated a case of this kind 
in which I have not done it with fear and trembling, ae 
and I am frank to state that, as a rule, the results $=- © 
have been fatal. Hence, this is one of the class of 
cases in which I would not operate, for if nature has 
not enough of resistance to build up a barrier between : 
the abdominal cavity and the infected focus, she will 
not have enough of resistance to permit a patient to 
revive, much less recover, after an operation. The 
only threadbare excuse we have for operating a case 
of this character is the simple plea that ‘we have 
done all we could,” and while the operation was a 
last resort and gave the only chance of recovery, the & 
honest operator cannot but feel within his innermost <= 
soul that the patient’s chance is practically nil. - 
Conclusions.—It will be seen that there are three 
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of these general conditions which come to us for re- 
lief, and it matters not which one of them it may be, - 


it demands prompt operative interference. 

- In the first class the mortality is practically nil. 
Those of the second class are not so favorable as those 
of the first, but the mortality is much less than that 


of the third, and so slight above the first that prompt 


operative is indicated. 
In the third class, although much more danger- 


ous ‘than either of the former two, immediate 
| surgical interference is always demanded. - The sur- 


geon or physician who waits for nature to repair this 


class of cases, and who takes the chances of the pus 


cavity emptying into the intestinal canal and repair- 
ing by extensive adhesions, is nothing short of a cow- 
ard and unworthy of the profession of which he is an 


integral part. It is true some of these cases do re-- 


pair without operative interference, but at the same 


time scores of them die while we are looking hopefully 


to nature for their recovery. On the other hand, if 
they are promptly operated, a very large percentage 
will recover, and while they may require a number 
of operations to repair the damage done by delay, it 
is still our duty to operate and give to the patient, 
not only the best chances for his life, but the best 


results that are possible to be obtained. 
For reasons above stated it is plain that operative | : 


interference in the fourth class of cases is scarcely 


justifiable, and while it may relieve the tension, the 


result of pressure on the part of patients or friends, 
I still doubt its propriety and would only advise it as 
a dernier resort and then always under protest. 


DISCUSSION. 


Dr. ALEXANDER HuGH FErRGuSON, of Chicago: This is a. 
-subject of interest to both physicians and surgeons and de: 


serves a free discussion. My experience, as some of you 


know, has been considerable in appendicitis. I have seen and 
have operated on about five hundred cases, although I have 
not yet written a paper on this subject. There is one im- 
portant point that we should keep in mind in meeting a case 


of appendicitis, and that is, there is only 10 per cent. in favor 
of the surgeon. If we take all cases that are treated medi- 


cally on the one hand, and all cases that are treated surgi- 


eally on the other, we find there is only 10 per cent, in favor 
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of the surgeon under the most favorable circumstances. To | 


operate when the diagnosis is made is hardly the proper way 
to put it. Sometimes we operate when the diagnosis is made; 


sometimes we do not. That depends in my mind very largely © 


upon the severity of the attack. If the attack is mild, tem- 


perature 100°, the pulse not very much accelerated, operation. 


may be delayed. A good dose of castor oil is better than a 
saline purge. We frequently find in preparing patients for 
abdominal section that we can give them salines ad libitum, 


and two or three days after operation we will get fecal scy- 
bala. Castor oil clears out the alimentary canal much better. 


- If a purgative is to be given at all, it must be given inside 
of twenty-four hours. Purgatives administered on the sec- 
ond, third, fourth, and fifth days only increase the inflam- 
mation. That is my experience. By trying to drive fecal 
material through a partially paralyzed bowel you increase 


the obstruction therein unless the vis a tergo is great and > 


2 then the effect is bad. If the attack, however, is very severe, 
accompanied by a well marked temperature of 102° or 103°, 


_, almost from the start, it means great danger. It means that 


the peritoneum is encroached upon. It is a strange thing, 
but still a fact, that no symptoms very frequently manifest 
themselves until the peritoneum is encroached upon. A 


severe attack, accompanied with marked symptoms early, 


demands operation. If we meet with a case in the 


- first attack and inside of two or three hours after 


its onset there are marked symptoms of shock, per- 
foration has taken place, and operation is impera- 
tive. We are all agreed as to that. We are all agreed as to 


operating between the attacks, but this must be qualified. 
If between the attacks tenderness does not persist, I do not. 


recommend operation unless the attacks are frequent. Let 
me return to the locality of the vermiform appendix. Being 


called to see a man who has a sharp attack of appendicitis, _ 


if I find that the greatest amount of tenderness is situated 
outside of. a line which bisects the line of the umbicicus to 
the anterior superior spine, it is a safe region. It is already 
mostly walled off by the large bowel, and it does not take 
many adhesions to wall it off in the other direction internally. 
If, however, I find the tenderness is on the inside of that 
line; I recommend early operation, because we do not know 
what the outcome is going to be. -What advice, therefore, 


shall we give to our patients? As soon aS a man gets appen- — 
dicitis, I advise the physician to give a good dose of castor — 


oil, send him to bed, apply hot fomentations, and send for 
asurgeon. By doing that a physician has done about all that 
he°ean do, for then it is a surgical disease. It is oftentimes 
amusing to me to hear surgeons say that they govern them- 
selves by the pathology they find. We do not know the na- 
ture of the pathology by the symptoms and signs. We do 
not know the pathological condition until we open the ab- 
domen. Pathologically, in every case of appendicitis the 
appendix ought to be removed, but practically, it is not prac- 
ticable and it is not best. If called to a case having an acute 
attack of appendicitis and the appendix is in the danger 
region, [-operate at once. If it is in the safe region, I say, 
wéll, the appendix ought to be removed, but it is in a com- 
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paratively safe region; it is in a region where we can watch 
it, and I do not urge operation as strongly as when it is sit- 
uated in the inner and more dangerous region. If called to 
see a case when the symptoms are waning, pulse and temper- 
ature better, then I let the symptoms pass by. If we are 
called to a case during the height of the inflammation, it is 
an old surgical rule, and a good one, not to operate during » 
that time. This rule has been established from time-im- 


memorial by the older surgeons. But sometimes an attack 


does not subside and will eventually kill the patient unless 
we operate. If on the morning of the fourth or fifth day the 
symptoms do not abate, operation should be performed. If 
we advise a patient to wait until the attack passes over, 
and it does, and then the symptoms begin to return again on 


the sixth, eighth, or perhaps fourteenth days, it is a case 


of an acute attack following an acute attack. These cases 
must be operated on. There is no other way out of it. When. 
a case comes to me after an attack of appendicitis, the pa- 


tient is watched. Once a week I feel for the vermiform ap- | 


pendix, and if tenderness in that region persists I advise an 
operation. If it does not, the patient may never have another 
attack, and therefore I leave him alone. I tell my patients 


that the safest time to operate is between the attacks. We 
_are all agreed on that point. The next safest time to operate 
is during the first twenty-four or forty-eight hours, before 
the virulency of the inflammation is at its height. A case 


in point. A board of trade man had a comparatively mild 
attack of appendicitis, and I saw him on the third day, when 
he had a temperature of 100°, pulse normal. I gave him this 


advice: I told him to come to my office to be examined once 
- @ week, which he did not heed. I also told him that if he 


ever got a second attack of the disease to send for a surgeon 
at once, because it is safer to operate early. At the end of 


about six weeks he had a very severe attack in his office; he 


was brought to the hospital and inside of three hours I 


opened the abdomen, found perforation had taken place, © 


with the liquid contents of the alimentary canal in the pelvic 


cavity. This was washed out thoroughly and the patient got 


well. If the liquid contents had been left twenty-four or 
forty-eight hours in the pelvic cavity, the patient would have 
died. 

Cases die of anpeudicitic without the peritoneum being in- 
volved. Sometimes they are most fatal. Subperitoneal cel- 
lulitis is the cause of death in many of them. I remember 
such a case, a number of them in fact, where the appendix 
was situated behind the cecum. There was inflammation of 
the cellular tissue, and death ensued with not a single ad- 
hesion inside of the peritoneum, as was demonstrated by 
post-mortem. In all those cases, instead of making the in- 
cision in the usual region, it can be made at the anterior 
superior spine backwards, which I did in five cases and 


drained from the lumbar region without opening the abdom- 
inal cavity. | 


As to breaking up adhesions, I do not think this should be 
done except in the line of search of what you are after. If 
you operate within forty-eight hours, remove the appendix, 
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because. you ean do it easily. If you operate when. there is 
a large abscess, rather than search for the appendix among 
eoils of bowel, I would simply cleanse and drain. If the ap- 

ndix sticks itself up impudently in your face, remove it, but 
o not make a prolonged search for it. 

” Deabaeig of pus should never be trusted to gauze alone. 
If you trust to gauze alone you have to leave a larger open- 
ing, and there is a greater tendency for rupture; therefore, 
I always use a tube and gauze, and in connection with using 
gauze I struck a practical point which I have not noticed 
recommended by others. I use iodoform gauze, because 
iodoform is a greater producer of granulation tissue known 
to me and granulation tissue is the greatest fighter nature 
has against germs. I soak the iodoform gauze in glycerine, 


and on account of its hygroscopic action it gives free exos- 


mosis, and thus prevents further absorption almost imme- 
diately. Mopping out with bichloride, as pointed out, is a. 
good method, but it must be done with great caution. With 
tube and gauze you can leave a smaller opening with safety, 
and the exudate will go in the direction of least resistance, 
that is, through the tube. To thoroughly cleanse an appen-- 
dicular abscess which is walled off, there is no procedure 
equal to flushing with hot water. The stream must be large, 
and two or three large pitcherfuls used. 

Dr. VAN BUREN Knott, of Sioux City, Ia.: I feel a little hes- 
itancy in rising to participate in the discussion on the ex- 
cellent papers that have been read on this subject. I have 
- not had as large experience as some of the gentlemen who 
have spoken. I have operated on fifty-eight cases of appen- 
dicitis, and have seen a great many others that were not op- 
erated upon. There is one point in the paper of Dr. East- 
man that I wish to refer to particularly. If I understand him 
correctly, he stated that the appendix should in every case 
be removed, even though incorporated in the wall of limit- 
ing adhesions. 

Dr. EASTMAN: I believe I stated I would do that three 
weeks after the abscess was opened at a subsequent opera- 
_ tion. 

Dr. Knott: I ssianideutaid you. I understood you to say 
that you would search for the appendix at the first operation, 
and remove it. 

Dr. EAstMAN: That would kill halt of the patients, if : 
did it. 

Dr. Knorr: I recall eighteen cases in which the appendix 
was not removed at the primary operation, and in only one 
of them has there been a recurrence, and at the time of the 
recurrence the appendix was removed with safety and recov- 
ery followed. I do not believe that, after the abscess has 
been opened and drained, the patient should be subjected 
to another operation for the removal of an appendix which 
may be practically obliterated, unless symptoms of sufficient 
surety to justify such a procedure arise. Discussions upon 
this subject in the last few years have been so numerous, so 
thorough and exhaustive, that surgeons are beginning to get 
together and to realize the fact that in these recurrent casés 
an operation between the attacks is much to be preferred, 
and is a comparatively safe procedure. In the cases of the 
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fulminating variety immediate operation is, of course, neces- 
sary. Appendicitis should be generally recognized as a sur- 
gical disease, as medical cures are not cures, because the » 
tendency to relapse is exceedingly great. 
Dr. T. A. STODDARD, of Pueblo, Colo.: I think there is no 
trouble or affection that comes to the surgeon on which there 
is a greater diversity of opinion apparently than in appen- 
nt _ dicitis. We do not all see the same cases, and the cases differ 
so materially that it is very hard to draw any fine lines and - 
say what shall be done in this or that case. There is no doubt d 
that appendicitis is a surgical disease and that its treatment 
is purely surgical. We are told that patients will recover 
without operative interference. That is true. It is also true 
that a man may break his leg and get well without surgical 
interferénce, but he will have a crooked leg almost invariably, 
And so we will have a crooked condition in the region 
of the appendix if something surgical is not done, partic- | 
ularly if the inflammation has been severe enough to cause > 
symptoms. As Dr. Ferguson has told us, we will not get 
much pain from any disturbance in the alimentary canal un- 
less the peritoneal surface is encroached upon. I believe that. 
to be true. What does an inflammation of the appendix 
mean? It means that the peritoneal surface has been en- | 
croached upon; that there is trouble enough there to set up 
some inflammatory condition of the peritoneal surface, and | | 
if so, there is disease enough to cause an ulcerative condition, | 
and possibly, almost invariably, perforation of the appendix, © Re: 
and then who would dare say that such a condition does not 
demand operative interference as soon as possible? It is a 
surgical principle that wherever exists we should evacu- 
ate it, and, for my part, I do not care how high the tempera- 
ture may be, unless it tends to immediate dissolution, I | 
should be tempted to go after the pus, if-it were there. I ean 
care not whether it is at the top of an acute inflammation, =  &} 
or whether it is in the interim between the inflammatory con- | 
ditions which may exist there. Dr. Ferguson spoke of an 
acute attack following an acute attack. In each of those con- 
ditions would it not be better to have operated in the first 
acute attack rather than to wait until we have another acute : 
attack, because then the condition must be. worse, and the —- 
pathological changes which have taken place render the suc- 
cess of the operation more doubtful? eR 
In regard to the inflammation being altogether external , 
to the peritoneum—a cellulitis, I saw a case which illustrates 
this point. It was a rather lamentable case. I saw the pa- 
tient during the first attack of appendicitis; I advised opera- 
tion, but the family physician would not consent to it. The 
physician was an old. man and deserved the_respect of his 
patients, and they listened to him. I could not blame them 
very much. The patient partially recovered from the attack, 
in that the symptoms disappeared, to all intents and pur- 3 
poses, and walked into my office one day and assured me that bat 
she was all right. She said to me. “This beats being operated 
upon, Doctor.” I said, “Yes.” Her color was not very good; 
she had no pain whatever, or at least she so expressed her- 
self. I placed a thermometer in her mouth and found that 
her temperature was 102°. I said, “Madame, you ought to 
go home and go to bed.” She assured me that she was never 
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better in her life. She had a little headache oceasionally at 


night, but no other trouble. About two weeks after this I 
had the privilege of seeing her in the morgue. The suppura- - 


tive process had gone on in her case; it had burrowed down 
into the pelvis beneath the iliacus muscle, had burrowed out 
through the quadratus lumborum up under the superficial 
tissues of the scapula, until the whole of the right side of 


the back, the muscles and tissues, were a mass of pus and 


necrotic tissue. That case, to my mind, would have been 


better off had an operation been done at the height of the 
first acute attack. We are constantly seeing such disastrous . 


results following delay, and when a patient comes to us with 


the confidence that we are going to do the best thing for him 


or her, as the case may be, according to our own judgment, 
he must be placed under our guidance entirely. We cannot 
take another man’s judgment in each individual case and al- 
low a man to go by default. We ought to be careful and use 


surgical principles in the STesmmient of these cases above all 


other things. 


Dr. H. C. CRowE Lt, of Kansan City, Mo.: I do ‘not 


that I can add very much to what has already been said. It 
appears to me that everything has been said and said well. 
However, every man who does abdominal work must arrive 


at conclusions somewhat his own, especially in the treatment 
of appendicitis. After considerable experience in these cases, | 


_ but not covering as large a number as some of the gentlemen 
have seen perhaps, I have asked myself the question many 
times, and have done so to-night, if we have the advantage of 


only 10 per cent. over medical treatment, which I consider as. 


nil, should we not take the benefit of the 10 per cent. by op- 
erating as soon as the diagnosis is made? I believe that if 
we were to take the position that each and every case is an 
operative one, the perecentage of recoveries would be greater 
than at present. The trouble is we have medical men-who 
are claiming to cure these cases. After having seen a large 
number of cases of appendicitis, 1 have yet to see the first 
ease that in my judgment was cured or in any way materially 
benefited by medical treatment. By medical treatment we 
prepare the case for operative interference; we simply reduce 
the edema surrounding the inflammatory location; that is all. 
We cannot remove the cause of the pathological condition, 
and we know that no man can say that a given case will not 
go on to necrosis and perforation. With this knowledge, is. 
it not better for us to apply it at once to the surgical treat- 
ment of the affection and prevent, if possible, the secondary 
stages which may become exceedingly disastrous? As a rule, 
those of us who do abdominal surgery are called in-in the 
later stages; we are called in in the grave cases, when all 
hope has been abandoned in the majority of instances, al- 
though I am glad to notice that some of our best medical 
men are becoming educated to the fact that the surgeon 
should be called in earlier. If we are called late, I cannot 
see any logic in delaying operative interference (with all due 
respect to Dr. Ferguson and others) one, two, three, or five 
days, if pus is present. It seems to me, we should exercise 


our surgical judgment independent of time. We may be 
called in twenty-four hours after the onset of an acute attack 


and find a condition that assumes as much gravity as in an- 
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other case of five days’ duration, so that then and there we, 
must act in aceordance with the indications. In some grave 
eases the attending physician is wavering as to whether he 
will allow the surgeon to operate or not. When a case as- 
sumes a grave aspect, suddenly the temperature may decline, 
and the patient thinks he is getting better, but this is an 
omen which indicates that rupture is about to take place. I 
would like to ask Dr. Eastman if I am not correct: im: ‘making 
that statement. 

Dr. EASTMAN: It is indicative of pangrene of the appendix. 

‘Dr. CROWELL: Dr. Deaver, of Philadelphia, who has had 


commiderkble experience in cases of appendicitis, refers to 


that point. In the grave cases, if I think there is a possibility 
of a patient dying from an operation, I wait for the walling 
off until the adhesions become stronger, then I operate, open 
the abscess, and drain. I do not remove the appendix unless | 
I can do so easily. In two of my last three cases I was able | 
to remove the appendix without much difficulty, but not to 
ligate or close up the cecum. I have resorted to gauze and 
tubular drainage in these cases. 

Dr. D. C. BROCKMAN, of Ottumwa, Ta.: I do ore think there 
is much difference of opinion in regard to when and when | 
not to operate in cases of appendicitis. Most of us would 
not care to operate in the height of the attack. If we have a 
patient to-day with appendicitis of twenty-four hours’ dura- 
tion and operate, remove the appendix, the patient will get 
well. On the other hand, after the third or fourth day, when 
the temperature is nearly normal, we would hesitate to oper- 
ate. We would rather wait two or three days more until we 
thought everything was safe. In such cases, if we keep the 


patient quiet, give no food whatever of a solid nature, give no 
medicine, but let the patient alone and permit nature to wall 


off the appendix, later we may open the abdomen, drain the 
abscess, and the patient will get well. There is a time when 
we should not operate, and the third and fifth days are not 
good days to operate on this disease. Other than that, I be- 
lieve we should operate on every case aS soon as we see it. 
If I had an abscess of my appendix opened to-day, I would 
not have another operation done on it until there was some 


indication for it. Out of forty cases of appendiceal abscesses — 


upon which I have operated I have only had one case that 
has had a recurrence, and I do not believe the history of the 
cases and the observations I have made on post-operative 


eases of appendicitis warrant the acceptance of the general 


proposition that we should open an abscess of the appendix 
at one operation, and then subsequently operate for the re- 


moval of the appendix. I would let the patient alone unless 
there was some evidence of trouble, and then I would cut 


down and remove the appendix. 
Dr. H. D. NILEs, of Salt Lake City, Utah: While I have not 
had four or five hundred cases of appendicitis, pelvic and 
abdominal surgery engages most of my time, and my exper- 
ience has forced some convictions upon me which seem fair 
and logical, though they are not in exact accord with some of. 
the opinions expressed at this meeting. Robbed of all super- 
fluities, appendicitis means infection within the peritoneal 
cavity—in a dangerous region, imprisoned within a tube 
closed by inflammatory swelling, cut off from drainage. Some 
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maintain that there : are conditions that may make it best to 
leaye this infection within the peritoneal cavity, and that. 
they can recognize these conditions by the time limit, the 
pulse, the temperature, and palpation. I am of the opinion 
that there is no time when we should trust such infection 
to remain in such a dangerous region; that it can always be 


_ more safely removed from than left within the abdomen... 


_ Moreover, even if there were conditions that should render 


delay permissible, we -have no means of recognizing these 


conditions. I am well aware that many excellent men refer 


to such feats of diagnosis, but I believe that very few men 
of wide surgical experience will claim an ability to determine 
the exact pathological changes taking place within or about 
the inflamed appendix by palpating the rigid or distended 
abdomen, or by the rate of the pulse or the elevation of the 
temperature, or by the number of hours or days since the 
first pain. I am sure that such skill or wisdom is denied most 
of us. I would not myself rely upon such knowledge to tell — 
me when to leave infection within the ‘abdomen, nor would 
I advise others to do so. 

Dr. J. R. HotLowsusnH, of Rock Leland, Ill.: I have read a 
number of discussions on appendicitis from time to time, and 
I have listened very attentively to this symposium, and I 
must say that my mind is not much clearer of when and 


when not to operate for this disease now than it was before. 


No rules can be laid down for the generality of cases, and 
the proposition that presents itself to us is that every case is 
a law unto itself, and the physician in charge of the case must 
use his own judgment as to when and when not to resort to 
operative interference. The last case I operated on reminded 


me of the one referred to by the previous speaker. The pa- 


tient was taken sick on Tuesday. I saw him on Thursday at 
11 o'clock. The abdomen was opened and the belly was found | 
full of pus, perforation having taken place. Here was a case 
in which nature had not thrown out any adhesions or walled 


off the peritoneal cavity. There is a class of cases which, if 


operated on early, may not be saved. Dr. Ferguson spoke of 
applying hot fomentations and local treatment. In my lim- 
ited experience I have found that heat does not control the 
pain in cases of appendicitis. But if you apply an ice-bag 


you do control the pain, and it is better than heat. It 


has proven so to me, at least. Another point brought. out by 
one of the medical men is that when the appendix is turned 
down and back behind the cecum and it is occluded, we may 
have in the distal extremity a collection of pus; as soon as 
pus forms there, the patient has considerable pain, elevation 


of temperature and acceleration of pulse. When the appen- 


dix ruptures, the pain is relieved, the temperature suddenly 
declines, and the pulse does not increase any. When such a 
condition occurs, an operation is justifiable. When we wait 
‘until an abscess is formed, there is greater danger attending 
operative interference. 

Dr. Lewis ScHoouEr, of Des Moines, Ia.: With reference to 
the time of when to operate, I do not believe the time limit 
is a safe one. I wish it was as simple as that, so that we 
could say so many hours, so many days, or so many weeks. 
Every practitioner of experience knows that the time limit 
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in cases of appendicitis is of little value. A limit must be 


placed and arrived at by other means,—by the condition of 


the patient, the state of collapse, the rapidity of pulse, or the 


elevation of temperature, neither of which is absolute or of 


great value of itself. The most valuable sign to my mind is 
the time when the pulse and temperature part company. 


_ The indications derived from that simple sign are worth more 


than any other one indication that I know of. So far as the 
removal of the appendix is concerned, I believe in removing 
it in almost every case upon which I operate. I know there 
area great many operators who simply open the abscess, put. 
in a drainage tube, irrigate, or pack with gauze, and leave 
the appendix to come away. The more operations I do, the 
less I am afraid of breaking up adhesions or of entering the 
abdominal cavity, or causing secondary trouble by the re- 
moval of the appendix. I believe the character of the germs | 
largely influences the future prospects of patients. If the 
germs are of the most virulent character, the patient will 
in all probability die unless there is absolute walling off of 
the entire contents of the abdominal cavity. If a patient is 
not going to die after there is pus in the abdominal cavity, it — 
is largely due to the fact that the germs are innocuous. © 
With reference to the use of castor oil, as advised by one of © 
the speakers, who tells the patient to take a dose of it, go to 

bed, and send for a surgeon—who makes the diagnosis? * @ 


presume on that theory a dose of castor oil would not hurt 


a patient. As to operating during the height of the attack, I 
never hesitate doing this at the acme of the attack if in my 
judgment the patient is in great danger. I would take the 
chances of bringing a reproach on surgery by operating at. 
the height of the attack. Perforation may occur early or it 
may occur late. There are some cases in which we can say 
with a reasonable amount of certainty that perforation has 
occurred or is about to occur. But I have seen a number of 


cases in which perforation was actually the first symptom. 


The patient considered himself comparatively well, but from 


the manner in which he was attacked, the subsequent prog-— 


ress of the case, and the developments at the time of opera- 
tion or at the post-mortem showed conclusively to my mind 
that perforation was the first symptom he had; that there 
had been ulceration and perhaps gangrene before the patient 
even had any premonition or any knowledge of there being 
anything wrong in the abdominal cavity. An operation be- 
tween attacks, or at the close of the first attack, when the 
patient is improving, is a wise selection. I have no doubt 
that a great many lives would be saved and surgery would 
be more creditable if every man was operated on at the close 
of the first attack, provided he can wait that long. There are 
many cases in which operation cannot be delayed, and the 
cases that medical men say get well would be better if oper- 
ated on at the close of the first attack than if they were to 
wait for a subsequent attack. Those who have light attacks 
of the disease suffer much more than they would to have the 
appendix removed at the end of the first attacks or during 
the interval between it and another attack, so that in any 
event the gain to be derived from operation at that time is 
considerable when we compare it with the amount of suffer- 
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ing the average patient endauea, to say nothing about the 


absolute risk of his life. As to the disappearance of the ad- 
hesions after attacks, it is difficult for us to say whether they _ 
disappear at the end of one.or two years or not. There are~ 
some cases I have operated on and seen operated on by other 
men where there have been repeated attacks in which the ad- 
hesions were firm and extensive. There are other cases that 


4 have operated on and have seen operated on in the practice 


of other surgeons in which at the time of the operation there 
were no adhesions, and whether there ever had been any or 


not I am not prepared to say. In a large number of cases of 


the catarrhal form of the disease there are no adhesions from 
the beginning. I do not know whether any experiments have 


Been conducted carefully and properly observed to determine 


that only 10 per cent. of the cases of this disease belong to 
the surgeon. If such experiments and observations have been 
made, I have not seen them. If this be true, it simply ‘re- 
solves itself into this: that 10 per cent. of the cases of apps 
dicitis are curable by surgery, not otherwise. — 

Dr. ARNOLD JOLLY, of Hamburg, Ia.: I believe, as Dr. 
Campbell stated, that we all agree appendicitis is essentially 
a surgical disease, and that those who advocate medical treat- 
ment are now very few; but we are still at a loss to know 


when we must operate. While we all admit that every case 
is a law unto itself, we have not yet been told by conservative 
men when we must not interfere, or when we must interfere. 


If we see the case early and make a diagnosis, and feel certain 


that the disease will run a mild course and terminate favor- 


ably at the expiration of two or three weeks and we can in > 
the interim remove the appendix with greater ease and safety 
to the patient, we will all do so. If, on the other hand, we 
wait to be called when it is a case of emergency, the doctor | 


-stands on the same platform that all of us do in advocating 


early operation. He would operate at once. Still, I am free | 
to admit that all cases of emergency do not turn out favora- 
bly, and the majority, if not all of them, will die without 
operation, so that if we operate early we give the patient the 


advantage over waiting for symptoms to develop as based 


upon the pathological conditions, because these symptoms 
are very deceptive. I believe every man of experience must 
rely on his own judgment as to when to operate, and we stand 
as an association just where we did before we began this dis- 
cussion. My judgment would tell me to operate at once on 
every case the minute I see it. Other men might say, wait a 
period of two or three weeks before operating. No rule can 
be laid down as to when to operate in every case. Every man 
should follow His own judgment. Judging from the papers 
‘and the discussion, we are just as much at sea now as we 
were when we commenced as to the proper time to operate. 
I wish to say this, however, that I think Dr. Eastman has 
come nearer to the point of admitting that every case should 
‘be operated: on early, and I believe he emphasizes that, and 
this means that if you can see the case within the first 
twenty-four ‘hours, an operation should be done. But we do 


not see these cases in the first twenty-four hours, at least not 


many of them, and therefore we have to wait in some cases 
for a time when it will be the safest for the patient to under- 


take operation. As an iron-clad rule, woe it not be safer, 
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inasmuch as this is essentially a surgical disease, to say that 


a surgeon should be sent for at once, and if possible an opera- 
tion be done within the first twelve or twenty-four hours? 
The mortality rate would be much less than delaying opera- 
tion for any reason, no matter what the experience of the in- 
dividual operator might be. 

Dr. CAMPBELL (closing the discussion on his part): The 


third class of physicians does not seem to be present, but we 


have the first class of surgeons mentioned in my paper, and 


it would seem, too, that we have the second class. The dis- 


cussion has taken a wide range, the speakers have covered a 
very large field and they seem to pretty well agree. There is 
one point in Dr. Eastman’s paper that seems to trouble him 
a great deal; it is relative to the early operation,—operation 
as soon as the diagnosis is made. It seems strange to me that. 
Dr. Eastman should interpret its meaning as he does. Surely 
he would not think of taking a scalpel and operating without 
cleansing his hands or the abdomen of the patient. That is. 
not what i is meant by an operation as soon as the diagnosis is. 
made. When an operation is decided upon as soon as the 
diagnosis is made, the patient should at once be made ready 
for the operation; the usual antiseptic technique fully carried 
out with the least possible delay. In many instances the pa- 
tient could be removed to a hospital; in some instances it 


- would probably be better to operate at the home. Again, 


along the same line, Dr. Eastman asks, “Suppose you find a 
ease four or five days old, the patient dying of general peri- 
tonitis, would you operate as soon as the diagnosis is made?” 
I answer, “No; I would not operate at all.”” We must use 
judgment in every individual case. The grand principle that — 
should be established is that when a diagnosis of appendicitis: 
is made there is nothing to be gained in the vast majority of 
cases by delaying an operation. When the profession gener- 
ally is educated to this, then those men who do not do sur- 


gery will have to deal with fewer pus cases if we will oper- 


ate less frequently as a dernier resort, Now, surely Dr. 
Eastman gives us no good reason as to how he benefits 
his patient in whom he has diagnosed appendicitis from the 
use of codeia injected into the rectum. Such treatment can- 
not affect the pathology of appendicitis, and I fail to see the 
good that could accrue from such delay. In my paper I cited 

two cases with very mild symptoms in which the most con. — 
servative men would probably not have operated. The pa- 
thology in both cases was advanced; without operation, they 
would probably have terminated in pyemia or general peri- 
tonitis. It must be admitted that it is unfortunate that we 
have a multiplicity of pus cases. If appendicitis were not 
treated expectantly but surgery applied in each case, our pus 
eases would be but few in number and our mortality be 
nearly nil. This is an interesting question and one concerning 
which we ought to come together. 

Dr. JOSEPH EASTMAN (closing the discussion): My good 
friend, Dr. Campbell, who has just taken his seat, mistakes 
the gentleman who is in trouble. I am not in any trouble at 
all; I am smiling all over, from the top of my head to my No. 
9 boots. In the paper I have read I referred to a former con- 
tribution by me for the purpose of explaining why my paper 
this evening contained certain letters. I asked the most rad- 
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ical men I knew to qualify their dictum, “operate as soon as 


the diagnosis is made.” Dr. Murphy qualifies it by saying . 


within “forty-eight hours after the diagnosis is made by a 
competent surgeon.” I said, we agree. Dr. Deaver, “first 
twenty-four hours after the diagnosis is made.” We agree. 
My friend Dr. Ferguson qualifies by giving a dose of castor 
oil. All I asked was that surgeons qualify the dictum, “oper- 
ate as soon as the diagnosis is made,” for the benefit of man- 


kind, to the end that certain reckless practitioners—men of 


little experience and less judgment anxious to make surgical 
fame—would not justify their butchery by saying, “they 
didn’t get there soon enough.” Fifty per cent.—yes, more 
than one-half are recurrent cases of the disease following so- 
called medical cures or following cures said to have been 
made by simply opening abscesses. The gentlemen have over- 
looked the point I attempted to make with regard to prevent- 


ing fifty per cent. of the cases of appendicitis by anticipating 


‘them and operating in the interval aiter the first attack. | 
In support of the argument which I advanced let me report 


two cases. I was asked to operate on a little boy. The second © 


day after he came out of school his pulse was 150, tempera- 
ture 103°. He looked as if he would die. Nitrate of strychnia 
and other tonics were given. I was called about the fourth 


és day after the onset of the disease. The boy had a well pro- 


nounced, old-fashioned perityphlitic abscess. This was 
opened, the operation being “followed by severe shock, and it 
seemed as if the boy would not survive it. A considerable 


- quantity of pus poured out. I introduced my finger to locate 


_ the appendix, and there was another gush of pus. My finger 
_ passed over the ilio-pectineal line, and turning the patient on 
the side’a quantity of pus poured out from the bottom of the 
pelvic basin. We dared not remove the appendix in this case,. 
as we did not want a funeral. At the end of two weeks he 
had a recurrent attack, with pulse 150, temperature 104°. 
~Convalescing from this attack an anesthetic was given, and 
cutting down at the side of the former incision we found the 
appendix as large as my little finger, and five inches long, 
reaching over the ilio-pectineal line into the bottom of the 
pelvis, and ruptured at the very end,—a so-called cure by 
opening abscess without removing the appendix ( ?). The next 
case was a physician by the name of Kahn, who was taken 


suddenly sick with what a physician thought was either ap-. 


pendicitis or an inflammation over the region of the kidney, 
or possibly a kidney stone. I saw the case in consultation the 
next day. The symptoms were alarming. The physician had 
given him codeia, which did not interfere with the castor oil 
or salines, because there was a free evacuation of the bowels. 


At that time the pulse was 140, temperature 102°, respiration - 


30. After the bowels moved, the pulse fell to 120; the next 
day it was 100. At the end of a week it was 80; temperature 
99°. With that improvement delay was indicated. We could 
afford to wait medical cure(?). At the end of two weeks we 
opened the abdomen and found the appendix dragging the 
colon high up, so that when I reached the appendix my finger 
was really above the margin of the ribs, the appendix being 
firmly adherent to the posterior abdominal wall in front of 
the kidney. It had ruptured. Here was another case of so- 
~ ealled medical cure. It seems to me, these cases alone de- 
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i | . ‘mand that all future ones coming into my hands shall be op- 
‘ein erated upon, and that 50 per cent. of the cases shal] not only 
0 be operated on early, but that they shall be anticipated. My 
a; | friend Dr. Ferguson speaks of 10 per cent. of the cases get- 
ting well. In all sincerity— 
‘Dr. Ferauson: I never said such a thing. Some five years 
Bas ago a German surgeon, whose name I cannot recall, took 100 
oes cases of appendicitis as they came during the attack, and 
Bets. said if the surgeon operated on every case and the physician 
ae ; treated them medically, there was only 10 per cent. in favor 
ee tk Dr. EASTMAN (resuming): Shall we continue to have 50 per 
ES | eent. of cases of recurrent appendicitis following peri-typhi- 
litie abscesses and so-called medical cures, or shall we adopt 
ad AS the practice of operating in the interval and anticipating a 
Ee } recurrent attack? Surely it is better to wipe out this half of wee 
ee nee the cases. Now, in one of my cases the physician in charge © oe. 
had already been using codeia suppositories in large doses, = = 
stopping the pain, which he was not sure was due to appen- 
a eee -dicitis, and getting a free evacuation of the bowels. As I 
a : _ have previously remarked, in that case we were justified in 
eas | waiting for a better time to operate, and therefore the dic- - 
' ee tum already mentioned was qualified. Most of the surgeons se 
| whom I have received replies quatified their dictum in 
$ome way. So when we thoroughly understand one another, 
eit. Se there is not much difference of opinion after all. Lastly, I 
desire to thank the various gentlemen for their consideration 
re of my paper, and I am as certain as I am of anything that the 
teaching advocated therein will be the teaching of the future. 
a THE MUTUAL RELATIONS OF OBSTETRICIANS 
AND GYNECOLOGISTS. 
a By MILO B. WARD, M.D., 
| KANSAS CITY, MO. | 
United we stand; divided we fall. 
a The tendency to give obstetrics a secondary place 
| a in our discussions in medical societies, in order that 
i t ee we may advance the importance of gynecology, has led 
| ie | the profession to ignore some of the most important 
i | ees | features pertaining to diseases of women. If pre- 
a ventive: medicine is to be our motto we must not 
Hl: FR lose sight of the important place occupied by obstet- 
| rics. We should remember that many, if not a large 
per cent. of the afflictions common to women have 
their origin in mal-obstetrics. No gynecologist is com- 
petent to do his full duty to his special practice 
unless ‘he is entirely familiar with the numerous com- 
plications that may arise in the course of conception, 
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gestation, and parturition. Unless the gynecologist 
is a well experienced obstetrician, he will frequently 
fail to comprehend conditions which might be readily 


recognized by those who have the opportunity to in- 


vestigate diseasés common to women from the obstet- 

-rician’s point of view. It is equally certain that the 
successful obstetrician must be familiar with modern 
gynecology, even ‘though he cannot devote his time 
to the treatment of many of the difficult complications 


pertaining to gynecological practice. It is far more 


essential that the gynecologist should be versed in 
everything pertaining: to obstetric practice and ob- 
_Stetricans in gynecological methods, than that either 
_ Should be equal to every emergency in intestinal sur- 


gery. It would, however, be better still if each of. 
us could be ut masters in our profession as to 
comprehend all of the various and intricate problems | 
of medical practice, and lack in none. However, this: 
is quite impossible of accomplishment. We are, there-. 
fore, forced to divide the practice of medicine and — 


‘surgery into special fields, in order to secure the great- 


est success and accomplish the most good. All that 


remains to be discussed in this connection is, to make 


the lines of separation, and to decide how beat’ to oc- 
-cupy our time and energy in the discharge of the 


responsibilities that devolve upon us. It is easily 
demonstrable that whatever questions of controversy 
may arise regarding the propriety of following this 


or that line of practice, to the exclusion of others, we 


cannot in any case separate the mutual relations of 


obstetrics and gynecology, and erect an impregnable 


wall between the practice of the one to the exclusion 
of the other, without, at the same time, doing violence 


to the cause of suffering women. It is not to be un-— 


derstood that gynecologists are to practice obstetrics 
in so far as attending women in accouchement. This 
is not the thought, but merely to keep in close touch 
with everything that pertains to obstetric complica- 
tions, so that we may be prepared to render valuable 
counsel and service on every occasion required. In 
order to do this, we must at all times be in touch with 
the advanced thoughts, and in possession of the most 
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approved. methods, of our progressive teachers in ob- 


Stetrics. 
It is surprising how many things there are to be 


known and at the same time how few of them we 


master. In other words, it is too true that we are 3 


prone to content ourselves with possession of a few 


practical facts, and fail to comprehend the importance 


of a thoroughly grounded knowledge of obstetrical 


science. It is true that a theory advanced by one to- 
day, who should be in a position to know, may be 


found, upon careful investigation, to be void of facts. 
from a clinical standpoint. It is therefore not theory 
but fact that makes a grand foundation for our work. 


It would be quite out of place to advance the sug- 
gestion that obstetrics has not kept pace with other — 


branches of our profession, at the same time there is — 
some ground for such an assertion. We are forced 
to admit that women seem to have nearly as many 


accidents and complications from the present regime, 


-as before antiseptic and aseptic precautions were A 
closely observed, or, rather, so universally taught. 


is not quite the thing to admit that- antiseptic ie 
cautions are enforced on all occasions. It is fre- 
quently impossible to make the environment surround- 


ing a parturient woman anything akin to surgical 


asepsis. One thing, however, has been well learned, 
the result, no doubt, of persistent investigation, 
namely, that unclean hands cause more trouble than 


does the supposed septic condition of the parturient 


canal of our patient. To gynecologists is due, in a 


large share, the credit of our present knowledge of © 
the importance of clean hands in every branch of 
surgical work. (Credit is also due surgical gyneco- | 


logists for promulgating the fact that, ‘it takes days 
to get one’s hands properly sterile after they have been 


in contact with infectious material.’ To learn this. 


useful lesson has cost many valuable lives, but we trust 
the possession of it will save many lives in the future. 

What are some of the ways in which obstetrics can 
be of ‘benefit to the gynecologists, and vice versa? 
They can work together in everything which pertains 


to surgical obstetrics, and thus be of inestimable serv- 
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ice to themselves and their. patients. The profession is 
familiar with the fact that some pregnant women 
exhibit very decided tolerance to severe: injuries, or 


‘to surgical interference. The difference in this re- 
sisting power, aS shown by some patients, and to be 


lacking in others, depends upon the condition of the 
nervous system, and the normal or abnormal state of 


the uterus and its lining membrane. Before surgical . 


operations are performed on pregnant women, both 
the obstetrician and the gynecologist should carefully 


consider the patient’s condition from every stand-— 
point of vitality and lack of vitality. One of the 


emergency operations which, upon more careful in- 
vestigation, would be found more frequently inopera- 


tive is the removal of cancerous uteri during the preg- — 


nant state. The obstetrician should by all means be 


on his guard for this condition, and, unless he has 
had the experience to justify ‘him to operate, he should 
call to his aid a gynecologist before deciding the 


character of treatment to be recommended.  Fre- 


quently myomotomy is demanded for fibromata, com-— 


plicating the pregnant state. Here, again, the wisest 


discretion will suggest that more than one physician 


should render opinion ‘before resorting to so grave 


an operation. The obstetrician should be one of those — 


because of his knowledge of the patient’s previous 
condition, and the gynecologist the other on account 
of his experience in the methods best intended to se- 
cure successful results. Amputation of the gravid 
uterus must be sometimes done for cancer of the cer- 
vyx, and, here again, the two specialists are quite 
essential to each other as well as to the patient. 
Tumors of the ovaries may require removal during 
the period of. gestation, and who better can perform 


this frequently difficult operation than the gyneco- 


logist, and who would be more likely to first observe 
this condition than the obstetrician, or the physician 
in charge of the future mother in her pregnancy? 
Hemato-salpinx is one of the conditions which is some- 
times present and naturally seriously complicates ges- 


tation. This unfortunate affliction demands prompt 


surgical interference, and it might possibly escape 
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_ the notice of the most expert diagnostician, unless 


consulted before gestation has advanced to a late 


_ period. No one can always say with certainty what 


the conditions are until the abdomen is opened. 
Wile it is true that sometimes serious accidents 


occur to pregnant women and no ill effects follow, at 
the same time discretion suggests that counsel is_ 


needed to give assurance that all will be well, and 


that the responsibility of Snreree occurs shall rest 
on more than one physician. 


Stab wounds of the abdomen, occuring during the 
pregnant period, may not ‘always cause serious. 


trouble; not even the aborting of the fetus, yet no — 
conscientious physician would care to assume the re- 
sponsibility single-handed in a like case. This state- 
ment applies equally as well to all other serious in- 


juries of the abdomen complicating pregnancy. 
Obstruction of the intestine demanding surgical in- 


terference, wliile not frequent, is by no means an im- 


possible condition, and when present, calls for the 


wisest counsel and most conservative management. 


__A striking illustration of the benefit which preg- 
nant women sometimes receive from operative inter- . 
ference is shown by the good results obtained in osteo- 


malacia during pregnancy, when oophorectomy has — 


been performed. This one operation, under these con- 


ditions, emphasizes the great importance of the mu- 


tual relations of members of the profession who work 

along different but converging lines. In cases of abor- — 
tion, it is frequently quite convenient to have the 

services of the gynecologist, even though the prac- 
titioner is familiar with the management of such 
cases. We might go on enumerating circumstances 
and conditions which, in all fairness to each party 
concerned, there should be a pooling of interests, in 

our endeavors to save the sufferers, and protect our- . 
selves, by more frequently consulting those who have 
opportunities to see, and therefore more likely to rec- 
ognize, conditions which the one individual may per- 
chance overlook. There is a saying that we should 
“practice what we preach” and it is a very good motto 
to follow, but in our relations to each other we should 
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be ever ready and willing to 210 out of eur way to. as- 7 


- sist each other that wise counsel may prevail in all 
branches of our profession. It should be the study 


of our lives to hold up the hands of those who are too- 


busy with many things, to enable them to give proper 

thought to some of the special conditions, which re- 
quire careful management in the course of human 
events. 


TUBAL PREGNANCY. 
By A. ‘WRIGHT, M. D., 
CARROLL, 1A. 


‘Tubal pregnancy was and drawings” 
_ made of the same at a very early period. Israel Spach 
graphically portrayed, in his work on gynecology iS- 
sued in 1597, the calcified or mummified remains of a 
dead fetus. He made drawings at that early period, 
showing a lithopedion in situ, with the abdomen of 
the woman laid open. Many of the earlier writers 
following this period mention this form of pregnancy. 
They refer to it as a curiosity and_as of infrequent oc- 


currence. At this time it was contended that the 
fetus had perished in utero and escaped ‘or been forced, 


into the abdomen. The best and most authentic re- 
port of this abnormal condition is that handed down 
to us by Regner de Graaf. He accepted the drawings 
and clinical report of a case made by one Benedict 
Vassal, living in Carrari, Italy, who had some time 
about the year 1669 made an autopsy on an Italian 
woman and taken from her abdomen a fetus about 
‘two and one-half inches long. He also found a quan- 


tity of coagulated blood in the pelvis and among the 
intestines. The drawing made is a graphic picture 
of the pathological condition found at the present 
time. The specimen found by Vassal was soon after 


examined by Mauriceau, one of the noted obstetricians 
of the time, and many arguments were advanced by 
him to show that fecundation had taken place in the 
uterus and the product of conception gradually ex- 


_pelled into the abdomen. This was the belief enter- 


tained at that time. His arguments were promptly 
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‘met and theories advanced to prove the falsity of his 
‘position, and that the fetus first found lodgment in 


the fallopian tube, and that the escape of the fetus 
and blood into the abdominal cavity was a result of 
the rupture in the tube, and not due, as Mauriceau 
contended, to having been forced from -the uterine 


cavity. 


In 1752 Boehmer tried to classify the various loca- 


tions in which the fecundated ovum found lodgment 7 
outside the uterus. He made three classifications as 


follows: ovarian, ‘tubal, and abdominal gestation. 
This remained practically the subdivision up to quite’ 
recent times, with the addition of an interstitial va- 


riety. The subdivision of abdominal pregnancy I be- 
lieve has been eliminated from the list. Mr. Tait so 
long ago as 1873 presented arguments to show the 

improbability of an abdominal pregnancy taking 


place. His views were emphasized a year’or two later 
by Prof. T. G. Thomas, who stated that he felt con- 


-fident the impregnated ovum never found lodgment 


and took its nourishment from any other part than 
that lined with mucous membrane. The progress of 
the product of conception may be arrested anywhere 
between the Graafian follicle and the uterus. The 
generally accepted opinion to-day is, that the ovum 
finds lodgment in the fallopian tube only, and that 


all subdivisions depend upon a primary tubal preg- 


nancy. As aclinical experience I believe that ovarian 
gestation is exceedingly rare. The same may be said 
of the interstitial form. The cases of supposed ovarian 


pregnancy reported by Martin, Leopold, Patenko, and. 


Schlectendahl are exceedingly difficult to account for, 


unless upon the hypothesis of ovarian origin. If so, 


the male element must have fructified an ova just 
as an oviduct burst and the product has taken up its 
abode in the same. This condition is so rarely met 
with that its existence is denied by many. It was 
thought at one time that the ovaduct might rupture 
and lift the overlying peritoneum without tearing, and 
escape into and between the folds of the broad liga- 
ment, in this way accounting for the extraperitoneal 
variety. It is now ‘believed that the rupture occurs 
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in the lower part of the tube, and the fetus escapes 
into the broad ligament separating its folds, and in 
this way giving rise to the extraperitoneal variety 
sometimes met with and the least dangerous. | 
_ Many subdivisions of the classifications given have 

been made, but to the general practitioner they are of 
‘little consequence. The more. important question 
which we wish to ask and deal with is not where 
the ovum is arrested in its journey toward the uterus, 
_ but what causes its arrest in this unusual place? Can 
we determine this abnormal location before rupture 


proper method of procedure after accurately deter- 
mining the exact pathological CORRENOS, in a tube 


Many theories have been offered. to explain ‘the 
cause of the arrest of the ovum in its downward pas- 
~ sage through the tube to its normal abode within the 
uterus. Among the first theories advanced was a sup- 
posed acute flexion in an otherwise healthy tube. 
This, however, is problematical. I doubt if an acute 
angle without a iecipeas pathological change ever 
occurs. 

If there is a slight denudation of the epithétium at 
this point then the sensitive chorion might take root 
and find lodgement. The absence of the ciliated epi- 

thelium lining the fallopian tube has been cited as a 
possible cause for the arrest of the tubal current 
toward the uterine cavity. This ‘thas been denied. 
Small tubal polypi no doubt offer hindrance and ob- 
struct the tube. Inflammatory bands pressing’ upon 
and constricting the tube are no doubt a frequent 
cause of the arrest of the ovum. The thickening of the ~ 
mucosa lining the tube due to a catarrhal inflamma- 
tion no doubt may cause sufficient obstruction to ar- 
rest the ovum. The frequency of pelvic inflammation 
with its resulting cicatrization and contraction leads 
me to the belief that this factor is not an infrequent 
one in preventing woman attaining the goal of her Pee 
womanly ambition,—that of motherhood. It is a com- | 
mon experience in looking into the abdomen to find 
the tube, one or both, bound down by slight adhesive 
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bands, or an old inflammatory. product producing sufti- 


cient stenosis to causearrest of the ovum. 
The mechanical obstruction of uterine fibroids is of _ 


frequent occurrence. The growth may produce atre- 


sia of the tube by encroaching upon the uterine open- 


ing of the same or by dragging the tube, causing a— 


flexion as I saw in a recent case. An intraligament- 


ous fibroid had become detached from its former 
Inooring on the right side of the uterus and by its — 


weight was dragging the corresponding tube suffi- 


ciently to produce an acute angle, and thus obstruct 


and prevent the easy entrance of the fecundated ovum 
into the uterine cavity. A fibroid can also occlude 


the tube by-its size; pressing the tube against the 


pelvic wall. The location of these growths and the 
size they frequently attain is such as to completely | 
occlude tube, bowel, and the entire eer contents, | 
not omitting the appendix. | 
The remains of a former pregnancy has been tonuid 
blocking the tube so as to arrest a second ovum from 
gaining access to the uterine cavity. I find that the 
records. are full of two or more pregnancies in one 
or both tubes. The unmistakable evidence of twin 


pregnancy has been repeatedly discovered. We may © 
also encounter a double pregnancy, one in the uterus 
_ and the other in the tube. Wilson, of Baltimore, re- 


ports such a case and had the good fortune to save | 


both children. 


Dr. H. ©. Coe has reported a case of double tubal 
pregnancy that he operated upon where he found the 
tube contained evidence of two ectopic pregnancies. 
Near the uterine opening was found a small sac con- 
taining the skeleton and calcified remains of a fetus 
which completely closed this end of the tube. The 
clinical history leads to the belief that this preg- 
nancy had occurred twelve years before, while toward 


the fimbriated end of the tube was found the mem- 


branes and placenta of a four months’ pregnancy. 


The fetus had escaped into the abdominal cavity, 


where it was found alive among the clots at the 
time of the operation. The tube bearing the double 
pregnancy bore evidence of a former inflammatory 
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difficulty. The ovary on this side had undergone de- — ee 
generative changes, a result of the former local *4 
Ps trouble. The tube on the opposite side was normal “ee 
. in every respect, as was the ovary. It also contained — eer 
corpus luteum corresponding in age with the tubal | 
pregnancy on the opposite side. It was apparent that 
the uterine end of the left tube was impassable for 2 
the spermatozoa, that the same must ‘have passed OS 
_ through the right tube, fructified the ova recently dis- | pe 
charged from the right ovary and crossed to the op- 
posite side, gained access to the patulous fimbriated 
end of the left tube, and passed on in its downward 
course toward the uterine cavity until it came in con- 
tact with the obstructing remains of the pregnancy 
.of twelve years before. The migratory habits of the ~ a: 
spermatozoa continue within the abdomen and the a 
ova when fecundated promptly acquires the habit caer 
of traveling with its partner. It has been demon- eo 
strated a number of times by pathological specimens ee 
that the male germ may gain access to the abdominal | ce ae 
cavity through a tube that is normal, its fellow beinz _ j a 
the seat of disease with its distal end closed, pass to | 
the opposite side, fecundate an ova and both recross 
_ the abdomen and find lodgment in the normal tube. 
This is easily demonstrated by the absence of a corpus 
luteum on the corresponding side and its presence in | a 
the opposite ovary. Howard Kelly has reported one = = = = | 
case where he removed a diseased tube on one side | per 
and the diseased ovary from the opposite side. Prey- 
nancy took place and the patient was delivered at 
term; at a later date a tubal pregnancy occurred and 
the remaining tube was removed. 
‘ Dr. J. W. Williams thas pointed out the influence fe 
of a diverticulum, as a probable cause of arrest, when toe 
the pregnancy is toward the outer end of the tube. = 
Freund has shown that the tube may become twisted | SS 
near its uterine end. This gives rise to a diverticulum. _ ees 
He suggests that this may be due to the infantile state 
of the tube. Much speculation must necessarily be < 
indulged in regarding the cause of tubal pregnancy on 
until we have a more definite knowledge as to where = 
the male and female elements come in contact. ° 
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The question that is of vital importance to the pa- 


tient and the general practitioner, can a tubal preg- — 
nancy ‘be recognized before rupture? is one of vast | 
interest to us. It means so much to the mother, 


great suffering can be averted, possibly her life res- 


cued and restored to her family and friends. Those — 


who have witnessed the suffering of a patient follow- 
ing the rupture of a tubal pregnancy and the anxiety 


of loving friends will not soon forget the scene. 
pregnancy can be diagnosed before the tube | 


has ruptured and its contents escaped into the ab- 
domen. After rupture there certamly can be no dif- 


-ficulty, although quite recently I ‘operated on a woman — | 

- whose condition had been the subject of much contro- | 
_versy. Even after the escape of the tubal contents 
the with a large of | 
plood. 

| The early clinical history of a tubal pregnancy is. 


that generally met with in a normal gestation. The 


sudden interruption of the menstrual flow is first : 


noticed. This, however, -is not uniferm. 


In a case encountered during the summer, where 


rupture took place at about the sixth week, menstru- 
ation had been normal during the several months 


just preceding, and the idea of a ruptured tubal preg- 
nancy was scouted; and at first surgical relief abso-— 
-lutely refused on the ground that pregnancy did 
not and could not exist. Too much stress must not be 


attached to either the presence or absence of the flow. 
It is more apt to be irregular. In the interstitial va- 
riety uterine hemorrhage is of frequent occurrence 


and shows at irregular intervals. The amount dis- 


charged is not uniform, and if the patient passes over 


two or more periods when the flow takes place, its 
irregular quantity excites her suspicion, that she may: 


be pregnant, or that there is something wrong. 

The stomach soon partakes of the reflex manifesta- 
tions and we have the accompanying nausea and vom- 
iting, the bowels are constipated, the breasts soon 
begin to enlarge and are sensitive to the touch and 
their own weight. Colostrum will also be found in 


them at this time if examined. The areola increases. 
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- in size and grows. darker, the papillary enlargement 


1s noticeable, the vagina presents the livid and dusky 
appearance usually found in a normal pregnancy. — 
‘The os is softened and patulous, the uterus gradually | 


increases in size from the normal organ up to the size 


of a pregnant uterus of two or three months. If the 


ovum is in that portion of the tube that traverses the 
uterus the organ may seem to increase until to ‘the 


casual observer the uterus be as large as af the fifth 


month. | 
During the ilateliie-\ it is said to lose its posites 


shape and become more globular. This I have not < 


noticed. 


The between an bicor- 


~nuted uterus and the interstitial variety is not easy. 
Mr. Tait says that this form of pregnancy is uni- 


formly fatal from hemorrhage due to rupture into the 


abdominal cavity before the fifth month. Schwarz 


has reported a case, however, coming under this classi-— 
fication in which the fetus was expelled into the 


uterine cavity. This is an exceedingly rare. and for- 
tunate termination. Kelly has had a similar experi- 
ence in some six or seven cases. After opening: the 


abdomen for supposed tubal pregnancy in one case 


and closing the same a sound was passed into the 


‘uterus, punctured the sac, allowing the fetus to es- 


cape in, this way through the uterus. In these cases 
we have frequent uterine hemorrhages that lead the 
patient to think that there is an impending abortion. 
The decidual membrane is cast off in shreds or entire. 
Often a complete cast of the uterine cavity is pre- 
sented. Care must be taken not to confound the de- 
‘cidua with the membrane of dysmenorrhea; the 
former is thicker and much stronger than the latter. 
It is covered with a thick shaggy coat and the villi 
can be readily recognized. Routh says that the cast- 
ing off of the decidua where there is a’ tumor in the 
pelvis that is. increasing in size, is a pathognomonic 
sign of a tubal pregnancy. 

The great difficulty in making an early diagnosis 
‘is the fact that these unfortunate women do not, as 
a rule, present themselves: for examination before 
rupture has taken place. 
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Rupture occurs so early | in many cases “Before the 


patient has even begun to admit to herself that she is 
pregnant. Another obstacle in the way no doubt is 


the fact that this condition is so seldom encountered | 
that it is liable to be overlooked or mistaken for some-. 
thing else. An examination at this time will reveal. 
an enlargement of the tube to one side of, but con- 
nected with, the uterus. Great care will be required. 


not to confuse with an enlarged ovary, little further — 


investigation will discover the same. The pregnant 


tube is described as imparting an elastic feel to the 
touch; great care should be exercised in making an 


examination where tubal pregnancy is suspected, for 


fear of rupture. If a mass has been discovered to one | 


side of the uterus, and at a later examination is found 
to be smaller, with the usual subjective signs of preg- 
nancy present, a tubal pregnancy can be safely diag- 
nosed and that the fetus is dead and that the amniotic 


fluid ‘has been absorbed. The presence of the round 


ligament ‘to the median side of the mass also lends 


weight to tubal pregnancy, unless the interstitial vari- 


ety exists. In that event the ligament is to the out- 
side. 


Pain is complained of in the pelvis and to one side. 


of the uterus. This is so.severe at times as to demand 
attention and is what leads to an examination and 


detection of the actual condition. The literature 


-teems with the reports of cases recognized and oper- 


ated upon before rupture has taken place, but this is. 
not the rule. I find that some of these reports are 
from honored members of this society. 
Rupture occurs at a time when least expected. The 
family physician is hastily summoned to a woman 


suffering the most intense abdominal pain and one 


fainting attack rapidly succeeding another. In one 
case that came under my observation, the rupture 
oecurred while assisting in making some decorations. 
for Christmas, the patient not even suspecting that . 
she was pregnant. In this instance the rupture oc- 
curred in the fifth week. In a case just operated upon 
the rupture occurred at night while in bed after a 
hard day’s work. The woman thought herself about 
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three months advanced, had experienced no unusual 
signs and at no time prior to. the rupture did she sus- 
pect an abdominal pregnancy. My records do not 
_ show at what period the rupture occurred in several 
other cases that have come—-under my observation. 
~ ‘The hemorrhage continuing the patient becomes | rest- 
less, the pulse rapid and very weak, or almost- im- 
perceptible. She is bathed in a clammy perspiration, 
_ the extremities are cold, the respiration sighing, the 
countenance pinched and the lips drawn, the eyes 


have lost their lustre, in other words the picture is — 


that of profound shock; in some instances the color- 
- ing of the picture is interrupted by a temporary im- 
provement. This, however, is apt to be short and as 
the internal bleeding is renewed the terribleness of 
the situation is apparent, unless the rupture has taken 
. place between the folds of the broad ligament, then 
the loss of blood is not so great, nor is the clinical 
- manifestation so desperate. If the fetus survive and 
escapes into the extraperitoneal tissue and continues 
to develop then the patient is apt to suffer from the 
disastrous consequences of a second rupture. = 
The escape of blood from the vagina at this time 
leads to the belief that a miscarriage is impending. 
- In advanced cases where the fetus has survived © 
there is not so much difficulty experienced in making — 
a diagnosis as in the earlier months. The contents 
of the abdominal cavity can be more easily made out, 
‘the tumor. outlined, the fetal heart sounds are more 
distinct, in fact the child is nearer the surface than 
when in the uterus, and can be easily recognized. 
On making an examination a soft doughy mass can 
be felt filling the pelvis, more especially posterior ‘o 
_ the uterus. The sensation is that imparted on making 
. pressure over an air bag fully distended with air. 
The tissues do not stay dent but promptly spring ‘back. 
The existence of a pelvic abscess must not be lost 
sight of, as the abdominal contents are very liable to 
become infected after the rupture of a tubal preg- 
nancy. In one case that came under my observation 
the tube ruptured in its lower segment and allowed 
the escape to take place between the folds of the 
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broad ligament. Infection speedilly : and had | 
the previous history of pregnancy been ignored a pel- 
vic abscess would have been diagnosed. The amount 


of blood found within the abdomen is enormous, not 


in all cases, but in many. This does not always occur 


at the first bleeding, but results from the repeated 
loss of blood. The confusion of an enlarged or cystic 


ovary or a retroverted pregnant uterus must not be. 
lost sight of in a case of suspected tubal pregnancy. | 


An intraligamentous fibroid or a cyst should be kept 
in mind. The only way in which they can possibly 
confuse is when they have given rise to more or less. 


severe pain on one or the other side, accompanied with. 


vomiting. 


To summarize briefly it may be said that the diag- 
nosis of tubal pregnancy rests largely upon the fol- 


lowing clinical manifestations: The early history of 


pregnancy, pain in one side, severe at times, irregu- 


larity of the menstrual flow and prior to rupture a 


tumor to one side of the uterus. After rupture, iv 


addition to the above, the patient presents a history - 


of some profound disturbance, if seen at the time, of 


shock, due to the loss of a large quantity of blood. 


She is not only suffering the most intense pain but 


there is unmistakable evidence taet she is bleeding 


somewhere. 
It would be presumptuous for me to enter into the 
detatls of treatment before this learned ‘body; further- 


more I have nothing new to offer, only a few rambling 


thoughts that may prove of interest to the general 
practitioner. | 

The course to be pursed depends upon ‘the time: 
when the patient is seen, as well as upon the actual 
state of affairs existing. If the location of the fetus. 
is recognized in the uterine end of the tube an attempt 
should be made to dilate the cervix and puncture the- 
membranes before a fatal intraperitoneal hemorrhage 
takes place. Where a tubal pregnancy beyond the- 


uterine limits of the tube is made out before rupture- 


has taken place there is ‘but one thing to do and that 
is operate immediately. | 
The usual aseptic precautions must. be observed. 
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The operation then is little more than a simple re- 
moval of the tube and. the mortality — not to be 
high. 
Operative interference after rupture often becomes 
one of the most difficult procedures the surgeon is 
called upon to resort to. It is.seldom that he sees a 
case in time to do what is called the immediate op- 
eration. If he does, however, he is confronted by a 
proposition that is difficult to selve. All cases do 
not suffer to the same degree from loss of blood. No 
doubt cases occur where the tube ruptures and the 
fetus dies, the patient not suffering severely from the 
loss of blood. I would delay operative interference — 
in such cases until farther alarm is sounded, as the 
blood and fetus already in the peritoneal cavity will 
be taken care of by the phagocytes. But if you are 


~ able to determine that the fetus is still alive operate 


at once. If called to a case suffering from the loss of 
blood to a marked degree this fluid should be promptly 
replaced by the subcutaneous, or what is better intra- 
vascular injection of at least one quart of normal salt 
solution, waiting, if possible, until the patient revives 
from the profound shock. The improvement following 
should be permanent. If not the patient is still losing 
blood and any further delay is not warranted. 

In operating upon a patient where the immediate 
danger of hemorrhage is past there is no excuse for 
depriving her of the tube and ovary. 

This is especially true if the rent is small — the 
tube and ovary otherwise healthy.. Free the same 
from clots and adhesions; suture the tear in the tube, 
determining beforehand that it is patulous its entire 
length, and that a probe will pass into the uterine 

The fetus is not a factor to be taken into camabliets: 
tion in dealing with this proposition. Should it live 
-. and survive rupture and the trials immediately follow. 
ing, it 1s apt to be puny or deformed and will live 
but a few days, even though it survive the operation. 

The opening of the sac through the vagina is often | 
resorted 'to when the mass is low down in the pelvis. 
This I have done twice, removing the fetal skeleton 
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and debris through the vaginal incision with entire 


satisfaction in one instance; in the other after evacu- — 


ating the sac I had such an alarming hemorrhage from 
the same immediately following that the abdomen 
was at once opened and the hemorrhage controlled 
by tying off the tube. In going through the vagina 
the danger of wounding the viscera must not be lost 


sight of. The surgeon must always be prepared for a 


celiotomy when doing the vaginal operation. x 
The ideal method of dealing with an advanced er > 


trauterine pregnancy has not yet been given to us. 


The course to pursue depends upon the life or death of 
the child, as well as the location of the placenta. 

If the child has been dead long enough to permit 
the blood supply of the placenta to be.occluded by 


thrombi, then possibly the hazardous undertaking of 
- removing the afterbirth is warranted, but never lose 
sight of the danger of loosening one or more of these | 
— little blood clots. The hemorrhage is then frightful 


and fatal. If the placental site is where we can pass 


ligatures under and around in such a manner as to 
compress and control the circulation then its removal 


should be attempted and the abdomen closed without 
drainage. When the placental attachments are such 
as do not warrant its removal then the cord is tied 


and cut close to the placenta and the abdomen closed. 
The most careful asepsis must be maintained, other- 


wise the issue will be disastrous. If the sac can be 
brought up and stitched in the wound you will be re- 


lieved of much apprehension. Iit should be borne in — 
mind that the contents of a tubal pregnancy is aseptic | 
and that intra-abdominal drainage is adding a risk of 


infection that does not exist at the time of operation, 
hence ought not to be used. 


EARLY TUBAL PREGNANCY. 


By H. D. NILES, M_D., 
GYNECOLOGIST TO THE HOLY CROSS HOSPITAL, 
SALT LAKE CITY, UTAH. 


When in our leisure moments we review the history 
of the splendid achievements of modern surgery and 
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more particularly as we dwell upon those chapters. 
recording the brilliant triumphs of recent intraperi- 
toneal surgery and are made to realize the marvelous 
possibilities of the newer surgical procedures, as they 
are revealed to us in the works of the past decade, we 
cannot but feel a reasonable degree of professional 
pride and gratification, however little we personally 
may have contributed to these advances; and we may 
be led to inquire if it be not presumptuous to attempt 
or even hope for any notable progress in the near 
future. Those who are in closer sympathy with the > 


. progressive spirit of ithe age will, however, agree that 


_ the responsibilities of the medical profession of to- 
day are not destined to end with the memorizing and 
application of the principles and methods of the past 
and that we are rarely without occasion and oppor- 
tunity for further advancement. 
Thus far the evolution of our ideas of the manage- 
ment of intraperitoneal disease must be credited 
largely to a gradually perfected technique and an ac- 
quired manual dexterity. But we still have a more 
or less constaft mortality and a proportion of imper- 
fect results that we cannot reasonably expect to re- 
duce by any refinement of technique or exhibition of 
operative skill. These factors have served and are 
serving their important purpose, but there is a limit. 
even to their usefulness—if not to their fascinations 
—and it is quite apparent that they cannot be trusted 
to correct those failures that are conceded to depend 
upon a too late or a wrong diagnosis, or upon an im- 
perfect conception of the special pathology of the peri- 
toneum or upon many other known and unknown 
conditions, that as yet baffle our highest surgical en- 
deavors. 
In order to-indicate the peohiabie source from which 
I believe we may expect our next advances in pelvic 
and abdominal surgery and the lines on which we may 
hopefully direct our efforts, permit me to state briefly 
some conclusions that seem to me to ‘be logical and 
fair, and which I trust you will consider, even if you 
are not prepared to accept them. | 
The unsatisfactory results attending the treatment 
9 
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of malignant disease of the vibe a and puerperal sep- 
ticemia is evidence of our need of greater diagnostic 
acumen and ‘a better understanding of the pelvic lym- 
phatic system. 

The fact that so many of the remote and so-called 
reflex symptoms of pelvic disease are still unex- 
plained, suggests ‘a need for a more precise knowledge | 
of the physiology and anatomy of Struc- 
tures. | 

The fact that either peri itoneal adhesions, or the in- 
complete removal of infective tissues are responsible 
for a large percentage of our deaths and imperfect _ 
recoveries, leads me to believe. that sooner or later - 
all methods or routes that do not guarantee, or at 
least permit, completeness will become obsolete. 

The fact that when the peritoneum is infectéd by | 
contact with pus, either during or before an operation, 

i some patients die and some do not, is not conclusive 
evidence that the virulence of the poison alone de- 
termines the fatality, but that the relative virulence 
of the poison as compared with the resistance put up 
by the peritoneum, decides the fate of the patient, and 
this suggests the need of strengthening the reparative 
and phagocytic powers of the peritoneum, as well as. 
the weakening and diluting of the poison, in every 
case of peritoneal infection. 

The fact that appendicitis is still responsible for 
many thousand deaths and a large amount of suffer- 
ing annually, in the face of the positive knowledge 
that there is always a time in the history of eaeh 
case when the infection is imprisoned within the ap- 
pendix, when an operation at the hands of any ex- 
perienced operator is perfectly safe and promises a 
complete recovery, points either to our need of a bet- 
ter means or a greater alertness in diagnosis, or to 
an attempt to evade or violate an established princi- 
ple of surgery, viz., the presence of infection and pus — 
within the human body is always an indication for its 
removal by the safest and most direct route. 

I trust that you will find application for some of 
these thoughts in our consideration of the special 

- subject of thi. paper, for here as elsewhere, the at- 
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‘tractions of brilliant operative procedures and the 
| multiplication of ingenious and complicated methods 
— seem at times to have diverted us from, and lessened 
our faith in, the guiding principles of surgery. 

It is not the object of this paper to repeat a history 
or story which can more pleasantly and satisfactorily 
be perused at your own fireside, but to emphasize the 
importance of clinging tenaciously to those principles 
upon which is founded our present successful treat- 
ment of an accident that for so many centuries carried 
to an untimely grave thousands of women annually. 
_ Moreover, I believe this accident still has a preventi- 
- ble or reducible mortality, which can never be over- 
- come by any further refinement of methods alone. 
‘Eleven years ago last October, the British Medical 
Journal published Mr. Lawson Mait’s account of 
first thirty-five operations for extrauterine pregnancy, 
with thirty-three successes. Although long before this, 
surgical measures had been proposed and occasionally 
practiced the true nature of this accident and its 

rational treatment did not become apparent to the 
profession generally, until Mr. Tait’s logical argu- 
ments supported by ample clinical testimony forced . 
conviction upon all thinking men. Ten years. of re- 
search and experience has only made more apparent 
the simple truths enunciated by Mr. Tait. 

Tubal pregnancy is an easily recognized, not uncom- 

mon accident, that without surgical interference must 
of necessity end fatally in nearly every instance, by 
hemorrhage or peritonitis. : 
- The presence of bleeding vessels and clotted blood 
within the peritoneal cavity, as in other parts of the - 
body, is always an indication for the prompt ligating 
- of the former and the complete removal of the latter 
by the safest and most direct route. The meeting of 
these indications involves no operative procedure that 
cannot be performed with perfect safety by any ex- 
perienced surgeon, employing modern methods. 

If these statements are true, and I believe that few 
experienced men will care to qualify their acceptance 
of them, there is a time when, and there are means by 
which, every case of tubal pregnancy can be saved. 
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of malignant disease of the uterus and puerperal sep- 
ticemia is evidence of our need of greater diagnostic | 
acumen and ‘a better cee of the pelvic lym- 
phatic system. 

The fact that so many of the remote and so- called 
reflex symptoms of pelvic disease are still unex- 
plained, suggests ‘a need for a more precise knowledge 
of the physiology and anatomy of the pelvic struc- 


tures. 


The fact that either peritoneal adhesi ons, or the in- 
complete removal of infective tissues are responsible 
for a large percentage of our deaths and imperfect 
recoveries, leads me to believe. that sooner or later - 
all methods or routes that do not guarantee, or at 
least permit, completeness will become obsolete. | 

The fact that when the peritoneum is infectéd by 
contact with pus, either during or before an operation, 
some patients die and some do not, is not conclusive 
evidence that the virulence of the poison alone de- 
termines the fatality, but that the relative virulence 
of the poison as compared with the resistance put up 
by the peritoneum, decides the fate of the patient, and - 
this suggests the need of strengthening the reparative 
and phagocytic powers of the peritoneum, as well as 
the weakening and diluting of the poison, in every 


case of peritoneal infection. 


The fact that appendicitis is still responsible for 
many thousand deaths and a large amount of suffer- 
ing annually, in the face of the positive knowledge 
that there is always a time in the history of eaeh 


ease when the infection is imprisoned within ‘the ap- 


pendix, when an operation at the hands of any ex- 
perienced operator is perfectly safe and promises a 


complete recovery, points either to our need of a bet- 


ter means or a greater alertness in diagnosis, or to 
an ‘attempt to evade or violate an established princi- 
ple of surgery, viz., the presence of infection and pus 
within the human body is always an indication for its 
removal by the safest and most direct route. 

I trust that you will find application for some of 
these thoughts in our consideration of the special 


subject of thi. paper, for here ‘as elsewhere, the at- 
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‘tractions of. brilliant operative procedures and the > 
multiplication of ingenious and complicated methods 
seem at times to have diverted us from, and lessened 
our faith in, the guiding principles of surgery. 

It is not the object of this paper to repeat a history 
or story which can more pleasantly and satisfactorily 
be perused at your own fireside, but to emphasize the 
importance of clinging tenaciously to those principles 
upon which is founded our present successful treat- 
ment of an accident that for so many centuries carried 
to an untimely grave thousands of women annually. 
Moreover, I believe this accident still has a preventi- 
' ble or reducible mortality, which can never be over- 
come by any further refinement of methods alone. © 

Eleven years ago last October, the British Medical 
Journal published Mr. Lawson Mait’s account of his 
first thirty-five operations for extrauterine pregnancy, 
with thirty-three successes. Although long before this, 
surgical measures had been proposed and occasionally | 
practiced the true nature of this accident and its 
rational treatment did not become apparent to the 
profession generally, until Mr. Tait’s logical argu- 
ments supported by ample clinical testimony forced 
conviction upon all thinking men. Ten years, of re- 
search and experience has only made more apparent 
the simple truths enunciated by Mr. Tait. 

Tubal pregnancy is an easily recognized, not uncom. 

mon accident, that without surgical interference must 
of necessity end fatally in nearly every instance, by 
hemorrhage or peritonitis. ; 
- The presence of bleeding vessels and clotted blood 
within the peritoneal cavity, as in other parts of the - 
body, is always an indication for the prompt ligating 
- of the former and the complete removal of the latter 
by the safest and most direct route. The meeting of 
these indications involves no operative procedure that 
-eannot be performed with perfect safety by any ex- 
perienced surgeon, employing modern methods. 

If these statements are true, and I believe that few 
experienced men will care to qualify their acceptance 
of them, there is a time when, and there are means by 
which, every case of tubal pregnancy can be saved. 
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The knowledge so recently bequeathed us, that ena- 
bles us to save 90 per cent. does not lessen our own 
obligations to search out, and if possible remove, the 


cause of our present 10 per cent. mortality. We cer- 


tainly should not ‘be diverted ‘by the successes of the 
past from a studious effort to correct the failures of 
the present. Does the fault lie with the principles, 


or the methods, or with our interpretation of the 
| former or application of the latter? 


My own experience (limited to seventeen cases oper- 
ated upon, besides those unrecognized) as well as my > 
observations and studies, would lead me to believe 
that the present mortality depends upon, first, a too 


late or a wrong diagnosis; second, an imperfect com- : 


prehension or direct evasion of the simple principles 


laid down by Mr. Tait, leading to a non-surgical con- 


ception of the disease; third, a delayed or incomplete 


operation; fourth, the patient's refusal to submit to an 


operation. 
The majority of my cases were first diagnosed, 


either by the attending physician or myself, as an 


early miscarriage; and I believe that this is a very 


natural and common error, though it ought never to — 
be made by one who has always in mind the possibility © 
of tubal pregnancy when examining a patient present- 


ing the symptoms of a miscarriage. 
A peritonitis, due to the escape of blood from a 


ruptured tube, may also be easily mistaken for a peri- 


tonitis due to other causes. Hysteria, too, has been 


made accountable for the pelvic pains accompanying - 


leakage from the tube. I have often suspected, but 
never positively diagnosed, early tubal pregnancy be- 
fore rupture, but the fact that it has been done by 
other diagnosticians, and the danger of death from 
the first hemorrhage, should stimulate us to be es- 
pecially painstaking in our examination of possible . 
cases. 

After rupture the symptoms are usually unmistak- 
able, but we will be more alert ‘and less likely to err 
if we carry to the bedside of a possible sufferer from 
this accident a mental picture of the chief differenti- 
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ating signs symptoms somewhatt like I have tabu- 


lated below: 


TUBAL 


History of recent ir- 


regularities in men- 


strual periods, with or 


without the skipping 
of a period. 


Discharge of decid- 
ual membrane 
—ognomonic). 


The presence of a 
tumor recognized as 
-an intraperitoneal 
hematocele 

| nomonic). 


‘Sudden onset, ac- 


_ companied by agoniz- 


' ing pains extending to 
bladder and rectum, 
producing shock, faint- 


ness, and signs of col- 


lapse. 


Tenderness, usually 


exquisite, and more 


- marked about bladder 
and rectum. 


MiscaRRIAGE. 


‘History of having 
missed a period, fol- 
lowed by hemorrhage. 


None. 


Enlarged uterus but : 


no tumor. 


or less bear- 


ing- -down pains, not so 
severe. No shock. 


Tenderness limited 


to uterus. 


NITIS FROM 
OTHER CAUSES. 


No history of men- 
strual changes, but one 
pointing either to a 


pyosalpinx or an ap- 


pendicitis. 


None. 


No tumor, or at 
least no intraperito- 
neal 


Pains are shooting, 
more diffuse, not like- 
ly to produce sudden 


coulapee. 


Te SS 
marked and more dif- — 
fuse. 


I am quite aware that probably every member of 


this association is familiar with these and all the 
other signs and symptoms of this accident, but I am 
- equally positive that when every member of our whole 
profession not only possesses this knowledge, but has 
it quickly available for instant application, fewer 
“women will die of tubal pregnancy, for 1 am con- 
vinced that it is less a lack of knowledge and skill 
than a want of alertness, that leads us to overlook 
this condition. | 

The moment our diagnosis is made, we know that 2 
woman’s life is in peril, not from the painful symp- 
toms, but from the existence of bleeding vessels and 
blood and debris within the abdominal cavity. We 
know, too, that the ligattion of these vessels and re- 
moval of this blood and debris can ‘be accomplished 
with comparative ease and perfect safety, and that 
until this is successfully accomplished our patient is 
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in great danger, first from the hemorrhage, and sec- 
ondly from peritonitis. To hesitate under such cir- 
cumstances, in the performance of a duty so plain and 
so urgent, seems to me culpable, and I have yet to 
hear any rational defense of the position of those who 
employ any method of treatment based on the non- 


‘surgical conception of this accident. Even the pro- 


posals or descriptions of such methods are demoralizing 
in their effect and are indirectly responsible for per- 
mitting this second cause of beached to be opera- 
tive. 

‘By the sieokilaless operation (the third cause of our 
present mortality), is meant any method or route (how- 
ever inviting), that prevents the complete removal 


of the infectious, devitalized tissue and blood clots 
and the breaking up of all peritoneal adhesions. 


Those who have reason to know the possible dangers 
and distresses resulting from the imperfect cleansing 
of the peritoneal cavity and the partial separation. of 
peritoneal adhesions will need no argument of mine 


to convince them of the superior advantages of the 
‘complete operation. Neither the pleas of the patient 


for a shorter period in bed, a concealed or ornamental 
scar, nor our own timidity, should tempt us to do in- 
complete work where life and health are at stake. The 
abdominal incision, abundant flushing, and no drain- 
age, have proven in my experience essential to com- 
pleteness. | 

_ Even if we concede to the vaginal operation every 
advantage that its advocates can fairly claim, it still 
lacks that most essential requirement—the opportu- 


nity for doing complete work; and hence I must be- 


lieve that the employment of this route in such cases 
should be regarded as a substitution of an uncertain 
method for ‘an established principle of surgery. Flush- 
ing is recommended because it is the only means of 
thoroughly cleansing the peritoneal cavity of blood 
clots and because it is very much less irritating than 
sponging. 

Drainage is not only useless, but as it means a for- 
eign body in the peritoneal cavity and is a producer of 


adhesions, its use is an infraction of two important 
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rules that I believe shout: guide us in ‘doing pelvic 


surgery. Moreover, it is known to be an occasional 
cause of permanent sinus. 


The unwilling or neglectful patient is a factor i in our . 


present mortality, which can only be eliminated by the 

development of more ‘trustful and confidential rela- 
tions between the profession and the laity. _ 

_ Those who are in sympathy with the thoughts ex- 
pressed in this paper will agree that the tendency of | 

modern surgery is inclined to magnify the importance 

- of manners and methods and to underestimate all 
other factors of our successes and failures; and that 
in these days, we need often to be reminded, that the 


charm that clings about the doing of brilliant opera- - 
_ tion's made possible by easily acquired methods, should 


not tempt us to forget that all our real advances and 
substantial achievements must depend now, as they 
have in the past, not upon our invention or blind imi- 

tation of methods, but upon our alertness in diagno- 
sis and our allegiance to surgical principles, based 


upon and emanating from our growing knowledge of : 
, physiology, and pathology. 


DISCUSSION. 


DR. H. -C. CROWELL, of Kansas City, Mo., was asked to open 
the discussion. Dr. Crowell said: I have been very much 


_ edified by these most excellent papers, exhaustive as they 


have been, as it must appear to every one present. I hardly 


‘know how to begin to discuss papers of this kind; in fact, 


they are so orthodox in their teachings that one can hardly 


enter a discussion possibly upon tenable grounds. After a> 


considerable experience with these cases, I have undertaken 
to discuss with myself some of the conditions and I have not 
by that experience been able to satisfy beyond question my 
instrumentality in the saving of these cases in every instance. 
I am a full believer in acquired skill, in a perfected knowl- 
edge of technique, but I am a greater believer in that natu- 


ral ability which obtains in the refined surgeon. Not every 


man can be a surgeon if he tries, however erudite he may be 
--in the subject under consideration. It appears to me that 


it is logical, if not a fact, that it is possible for the perito-. 


neum to take care of many of these cases without operation. 
Now, in assuming this position, I am not intending to assume 
that I would not, and that I do not, operate, but I am asking 
the question whether nature does not come in to absorb or 
take care of the blood extruded into the peritoneal cavity. 


We have learned in the past few years what we formerly dis- 


believed; we have learned that the perstoness cavity is capa- 
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ble of taking care of a great deal of septic material. If it ; 
were not so, the mortality from these cases of tubal preg- 


nancy would be far greater than it is. But given a strong 


patient, that is, one in fairly good condition, the inherent 
power, or cell capability, is such that much septic material 
can be introduced, and yet taken care of without especial 
detriment to the patient. In cases of extrauterine preg- 
nancy, as a rule, the blood is practically non-irritating; it 
is not septic. The tubes which rupture, as a rule, are not 
especially septic. Occasionally we may have associated with 
‘tubal pregnancy a septic tube, and in such a case the out- 
come would probably be unfavorable. But I am speaking — 
now of the large number of cases. I believe that cases have 
occurred in the past in large numbers, have gone on unrec- 
ognized, and are occurring daily in the practice of those who 
are not perhaps altogether familiar with the physical and 
clinical symptoms, consequently they pass unrecognized, and 
nature comes to the rescue and saves these patients. I do 
~ not believe that the hematocele in the peritoneal cavity is the | 
-eause of death; in fact, I believe that it is laid down by many 
as a better surgical treatment to allow the blood to undergo 
absorption rather than to operate for the evacuation of it. 
Upon this question there might be difference of opinion. 
The same with the fetus. Many times when we operate for 
extrauterine pregnancy we fail to find the fetus; we do not 
spend much time in looking for it. It may have slipped up 
under the liver. What becomes of it? Itis digested without 
the production of abscess, without any particular detriment 
to the patient. So it becomes a question for us to discuss | 
with ourselves, what special agency we fill, or does this be- 
come such an enormous and extremely dangerous condition 
as has been portrayed? I am willing to say, after having 
observed a large number of cases, that I believe the danger 
has been exaggerated in cases of extrauterine pregnancy. 
In the last case I operated upon, I do not know, but I am. 
inclined to think the patient would have recovered without 
operation, and I am suspicious of hastening death by opera- 
tion. Possibly not. However, the patient died. She was 
very much exsanguinated, and considering the shock and 
other factors, I believe the operation had something to do 
with the cause of death. In this case we were able to con- 
trol the hemorrhage, it having practically ceased, and that 
is true in’ the majority of cases when we wish to operate, 
namely, that the hemorrhage has ceased. In some cases we. 
may have recurrent hemorrhage, but as a rule it becomes 
less and less, coagulation takes place in the vessels as though 
we had ligated the ends effectively and certainly, and we 
find in the vessels a coagulum which stops the hemorrhage. 
In regard to the method of going through the vagina, it 
is one that we should discuss. I have undertaken this 
method two or three times, sometimes with success, and once 
with a failure, the same as Dr. Wright spoke of it, and I 
think he mentioned two cases. After seeing Kelly’s report of 
eleven cases in which he had operated through the vagina, 
being able to remove the clots, establishing drainage, and 
the patients making good recoveries, I was induced to oper- 
ate in this manner myself. In two cases I have been suc- 
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cessful in operating in this manner. In one case I removed 


Ze large quantities of blood; the fetus was well advanced. The 
- history of the case had. been given to me wrongly, and I had 


been led to believe it was of shorter duration than was proba- 

bly the case. In fact, it was my belief that.the fetus was stiil 
alive. I felt sure it was, and that it was going on as an 
intraligamentous development. I removed the fetus and pla- 


- eenta through the vagina, but the hemorrhage continued. 


The patient did badly; I immediately opened the abdomen 
and ligated the bleeding vessel. In my practice from now 
henceforth, unless I can make up my mind that there is a 
very limited exudate of blcod coagula, I shall operate 
through the abdomen. I have practically abandoned the 
vaginal method in dealing with these cases. 

While there are some other points that might be dincupeett, 
the papers were so complete that I do not feel like consum- 
ing more of your time, and I trust we may hear sOme others © 
of greater experience. 

Dr. JOSEPH EASTMAN, of. Indianapolis, Ind.: I have ben 
very much interested in the papers that have been read this 
- morning, and also very much instructed by them. I have 
had some experience in cases of extrauterine pregnancy, and 
yet I must take the view, and express it, that the subject of 
extrauterine pregnancy by some of our recent writers has 
been overdone. You recall in the teachings of Emmet, 

‘Thomas, and men of their metal caliber, they taught us 
: ‘something about extraperitoneal and intraperitoneal hemato- 
cele. Then came the swing of the pendulum to the other 
extreme, these extraperitonal and intraperitoneal hemato- 
-eceles were all extrauterine pregnancies. I still find extra- 
peritoneal and intraperitoneal hematoceles, and in some 
cases I positively know there has been no conception. I find 
them in patients where the possibility of conception could 
not be thought of for a moment. A great deal has been 
written in the last few yedrs on extrauterine pregnancy, and 
perhaps one of the best books on the subject is that written 
| by a man by the name of Strawn, of Ireland. Robert P. Har- 
ris, of Philadelphia, in reviewing the book, said the author 
had left out more than he had putin. He had absolutely left 
out the exsective treatment. I fully concur in the state- 

ment of Dr. Harris that a book which excludes the surgical 
treatment of extrauterine pregnancy leaves out more than 
it puts in, because I consider there is no-.other treatment. 
I would not for a moment think of countenancing the pos- 
sibility of a patient recovering from it without operation, 
or trusting to the peritoneum to take care of the fetus, ete. 
Frank Hamilton in his book on surgery says only one thing 
that would cause you to smile. He said his experience was 


> not great, but that he got enough out of one case of hemor- 


rhoidal tumors cut off with scissors to do him a lifetime. I 
have not yet had sufficient knowledge of extrauterine preg- 
-nancy to do me a lifetime, but I shall always remember one 
case that came under my observation. It is referred to in 
Playfair’s System of Obstetrics, and in Keating and Coe’s 
Clinical Gynecology, and Hirst’s System of Obstetrics, 
vol. 2, page 270, with which some of you are familiar. I be- 
_ lieve that all the cases are primarily tubal and only become 
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extratubal, breaking through tube and becoming ‘eee | 
toneal or abdominal. by the development and taking on of c 
plastic material around it. When opening the sac and re- 
moving the fetus an enormous placenta was found in the sac 
eee already partially gangrenous. Hemorrhage was alarming. 
: ‘There was no time to pack anything in between the margin — 
of the placenta and sac to arrest the hemorrhage; but as I 
en | passed my finger down to the cornu of the uterus, securing — 
ua mass nearly as large as my wrist, I had the hemorrhage ay 
under control, and I believe at any stage of extrauterine 
pregnancy if you will do that, you can control hemorrhage > 
ae and deal with the after-birth as you please, remove it or not. 

: This being a fact, as I have proved to my own satisfaction 
by experience, I am astonished that in operations for ad- 
vanced extrauterine pregnancy by Price, of Philadelphia, and 
others, they have allowed the placenta to remain, with the 
patient swinging between life and death for weeks and 
months, the placenta sloughing out. In the case I have 
spoken of, when I caught the uterus at the cornu, holding 
it with my fingers, and subsequently with clamp, I thought © 
of the golden rule of Lawson Tait, not to touch the placenta. 

I violated this rule to save the lives of the patient and child. 
‘The child was puny, but it lived nine months afterward. 
ie The mother is yet in good health. 
aS I was called to see this woman during the first two or three 

| months of pregnancy. She changed doctors. I went home 

and attended to my business as best I could. At the eighth 

month I was asked to go back where I began and take charge 
of the case. During this interval there was an application 
of the teaching that the child can be killed with electricity. 

A distinguished electrician tried for a period of four weeks 

to kill the child with electricity and failed. He then tried 

other measures, application of ice, hypodermics of morphia, 
ete., and nearly killed the pares but the child still lived in 
spite of him. 

There are several points in the gentleman’ S paper that this 
case, strange as it may seem, does not corroborate.. In the 
first place, there was not at the first examination of two 
months, nor at any time, so far as I could detect, the slight- 
est evidence of enlargement of the uterus, of the wine-color 

vagina, or pulsations of the circular uterine artery. There > 
was no evidence of enlargement of the breasts or areola 
around the nipple indicative of pregnancy. There were, in 
fact, few, if any, signs of pregnancy. Even menstruation 

did not stop until about the fourth or fifth month. This may 

have been due to the fact that the child escaped early into 

the broad ligament, or got.so far from the uterus that there 
were no phenomena pertaining to pregnancy of any conse- 
quence that could be deteeted at all. There were increasing 
i enlargement and pain, these being prominent features. ‘The 
hi a woman had borne one child nineteen years previously; there 
aS were nineteen years of sterility; no evidence of pelvic disease 
My that could be determined. 
Hh <a With reference to the point the gentleman makes that these 
ri E tubes may not always be removed, I would differ with him 
Hi in that, and I believe they should be removed. I believe 
ih that a patched fallopian tube would be more dangerous than 
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its careful removal at the cornu of the uterus. Furthermore, 
I believe there is some tubal disease, some destruction of the 
ciliated epithelium, some acute flexion, or sacculated-condi- 
tion primarily present when. ‘conception takes place in the 
tube. Admitting this to be the case, I believe it is best in 
all cases to remove the tube, and, at the same time, if the 
ovaries are badly diseased, or rather the opposite tube dis-— 
~ eased, it would be well to look after it at the time and-either 
remove it or give such treatment as the exigencies of the 
case seem to demand. 

In conclusion, I would say that these are cases where 
emergency operations are demanded. I have been called a 
number of times where I could, to my own satisfaction, make 
out that the rupture was into the peritoneal cavity, and not 
into the broad ligament. The symptoms of profound sheck | 
accompanied by hemorrhage, evidences of a weak pulse, rap- - 
idly increasing in frequency, the pinched countenance re- 
ferred to, ete., so familiar to the abdominal surgeon, all com- 
bined, are sufficient to make these cases ones of emergency 
where rupture takes place into the peritoneal cavity. Where 
rupture occurs into the broad ligament, there is more oppor-_ 
tunity for preparation; there is more time to remove the 
patient -to a proper locality, where the environments can be 
bettered. 

I fully concur in the paper of Dr. Niles; I endorse about : 
everything the says, unless it would be in some instances to 
- use drainage. There is great art in the use of drainage, and 
undoubtedly lives are saved ‘by it, if it is skillfully carried out. | 
A drainage tube, left in for a few hours, may cause the pour- 
Ing out of a great amount of bloody serum which is a fine | 
culture medium for all manner of bacteria which may re- 
main, and possibly some of these bacteria float out with it. — 
Next, as to flushing out with water. I believe in using water 
at a temperature as high as 112 degrees, and I am not quite 
sure that I would not sometimes -increase the temperature 
still higher, and in that way do much good, not altogether 
by washing out the debris, but by rekindling the fires which 
die out on the physiological altars, restoring heat and life to 
the pelvic veins, overcoming the pernicious influence of chill- 
ing the intra-abdominal viscera by exposure during the opera- 
tion. Therefore, I believe hot water is of decided advantage 
in flushing out, and the use of a drainage tube for a short 
time is decidedly advantageous. In one of my cases the 
drainage tube was forced out by accident within eight hours, 
but during that time quarts of bloody serum had escaped, 
and the patient, I am sure, made a better recovery for having 
had drainage. 

Dr. J. E. SUMMERS, JR., of Omaha, Neb.: I desire to refer 
to one point which I consider of great value in cases of rup- 
tured tubal or extrauterine pregnancy. We are taught that 
we should operate as soon as rupture has taken place, after 
the usual preparations for it. I have proven to my own sat- 
isfaction on the operating table that there are cases in which 
delay is not only justifiable, but demanded. If a woman sud- 
denly collapses from shock due to the rupture of a fecundated 
ovum situated in the tube, it is an indication, not that she © 
is in this condition from hemorrhage, not that hemorrhage 
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is immediately threatening her life, but that ans is suffering 
from shock due to the rupture. In such a case I do not con- 
sider an immediate operation called for. I believe it is wiser 
or better to prepare the patient by the usual remedies and © 
operate within a few hours, being governed by the condition. 
of the patient and the evidence of improvement. I recall one 
case particularly, of a woman in a most profound collapse, 
and we decided the collapse could not be due to hemorrhage 
because there could not have been sufficient blood poured out 
to cause it-in so short a time. When we opened the abdomen 
in this case, after using ordinary restorative measures, a 
comparatively small amount of blood was found within it. 
_ IT have seen other cases in which there was a large amount 
of blood in the abdomen, but the patients did not immedi- 
ately collapse, and the amount of blood found in the abdo- 
men was because operation was delayed sufficiently long for 


it to be poured out. I believe there are cases in which, if the 


diagnosis is made early, and it can be made early in spite of 
.the opinions of some high authorities, we can possibly stop. 
the progress of the case by the intelligent use of electricity. 
I have dealt with one case successfully in that way, and I 
wish to express the opinion that one case is enough for me 
to know that electricity is of some value in these cases. ns 

Dr. E. HorNrIBROOK, of Cherokee, Ia.: I have little to say, 
and that principally from a clinical standpoint. The discus- 
sion has been exceedingly able and exhaustive and must. 
necessarily be more less interesting to the clinician. Delay 
in operating on these cases might very properly be advocated | 
_if we were sure that the hemorrhage had stopped and it was. 
going to remain so. When a tube once ruptures we never 
know when we are going to have a recurrence of the hem- 
orrhage, and -therefore the patient is constantly in jeopardy 
from the time of rupture until the tube is removed. I know 
of one case in which there were six successive hemorrhages, 
the coagulated blood being so solid that it was difficult to. 
remove. 

Last week I operated upon a case, and the physicians who 
were with me in consultation urged that we delay operation, 

to which I replied it might be safe to delay operation if we 
were sure that the patient was not bleeding all the time. 
When we opened the abdomen the intra-abdominal pressure 
was so great that blood spurted fully two feet above the ab- 
domen, and there was oozing from the tube, and I-had to 
clamp it to arrest the hemorrhage while I was sarcne 3 out 
the clots. I tied off the tube. 

Professor Ferguson told me yesterday that he had a case 
in which hemorrhage was acute and the patient so nearly 
collapsed that he at once opened the abdomen, applied a 
clamp, and waited two or three days before doing another 
operation for the removal of the tube. 

Sufficient stress is not laid upon hemorrhage, the blanching 
of the patient, and shock in these cases. It is the shock of 
hemorrhage; the pallor is extreme, and the patient will die 
from hemorrhage in many cases unless it is arrested as 
speedily as possible. 

- One thing more about symptoms. It is peculiar that in 
inflammations of one part of the peritoneum we have pain 
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referred to other parts. In the case I spoke of the pain from 
the first was referred to the stomach, so that one gentleman — 
contended that it was a case of gastric ulcer which had rup- 
tured into the peritoneum. This, gentlemen, we often see in 
eases of appendicitis, where the pain is referred to the stom- 
_ach, showing that the seat of the pain is therefore no cer- 
tain guide. 

Dr. T. A. STODDARD, of Pueblo, Colo.: I have enjoyed lis- 
tening to the papers and have received a great deal of in- 
struction from them. There is one point that has not been 
dwelt upon very much except by the author of the first 
paper, and that is with reference to the causes leading up — 
to extrauterine pregnancy. He speaks of flexion, destruc- 
tion of the ciliated epithelium, constricting bands, thicken- 
ing of the mucosa, fibroids, causing occlusion and diverticu- 
lum. I have investigated this matter as carefully as possi- 

ble for the last eight years with a view to finding out the 
- @ause or causes of extrauterine pregnancy, and I must say 
eandidly that very rarely have I found any condition which 
would lead me to believe that there was flexion or bending © 
of the uterus itself or of the tube which had anything to do. 
with it. There are some cases where it cannot be deter- 
mained. I do not believe that destruction of the ciliated epi- 
thelium lining the tube is very much of a causative factor 

in these cases. When we have an inflammatory process go- 
ing on in the tube sufficient to destroy the ciliated epithe- 
lium we usually have an occluded tube, and therefore it 

would be impossible for the spermatozoa to find their way 
into it and fecundate the ovum. If a band is large enough 
to constrict the tube to the extent of preventing the advent 
of the ovum into the uterus, I take it that it is constricted 
sufficiently to prevent the access of the spermatozoa out into 
the extremity of the tube and to fecundate the ovum there. 
If the ciliated epithelium has not been destroyed we have 
further obstruction acting upon the spermatozoa which does 
not always succeed, but it might with other conditions help- 
ing. The thickening of the mucosa would also be subject ‘to 
the same criticism. If it acts sufficiently to prevent the ovum 
from getting into the uterus, it would likewise prevent the 
-spermatozoa from getting out into the tube. The same ar- 
gument may be applied to fibroids causing occlusion. I have 
never been able to find diverticula in the healthy tube. That 
they do exist I do not deny, but I have never had the oppor- 
tunity of seeing any. Some of these things undoubtedly have 
‘an influence in producing tubal pregnancy. I have no doubt 
but that there is something else behind all of these causes 
that produce tubal pregnancy in the majority of cases. What 
it is I am not prepared to say. 

I had the temerity a year and a half ago to give utterance 
to a theory, but it has been borne out in my own practice 
by the facts leading up to it or pointing in that direction. 
It is this: Man is the only animal, of which I have any knowl- 
-edge, who has sexual intercourse with the female of his class: 
at any other time than would correspond to the menstrual 
period or immediately after, and now may it not be that hav- 
ing intercourse before the menstrual period the spermato- 
‘zoa gain access to the uterine cavity about the time the ovum 
is ripened and has broken away from its follicle, and one 
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into the tube by accident perhaps, starts the spermatozoa 
and works its way down by its own movements, in spite of the | 
ciliated epithelium lining the tube, and meeting the ovum 
in the tube, it fecundates it. What would happen under 
such conditions? The caliber of the tube is only sufficiently 
large to admit in its normal condition the passage of the 


ovum to the uterus. The ovum is touched on either side by 


the ciliated epithelium lining the tube and is helped on its. - 


_. way to the uterine cavity. The moment fecundation occurs 
what happens? The ovum begins to grow; it does not wait 


for an hour or two; it begins to grow at once, and in twenty- 
four hours the bulk is perceptibly enlarged. Therefore, its 


passage towards the uterus will be delayed and very soon ~ 
stopped. May this not be a factor, at least, and a very great © 


factor, in the causation of extrauterine pregnancy? My first. 
practice was in a place where I had an opportunity of know- 


ing when conception occurred to a greater extent than per- | 


haps I have had in. this western country. . It was at a seaport, 
A great many sea captains would be home for a week or a few © 
days sometimes, and away a year. I recall three cases of sea — 
captains’ wives who had tubal pregnancy. In each of those 


- eases sexual intercourse had taken place just previous to the 


evidence of what would have been the menstrual period. | 


- could get facts to prove that impregnation had occurred a 
few days before the menstrual period. 


There is just one other point I wish to refer to. One of the 


essayists told us that the tube might be patched up. I 
not like that. I should be afraid to do it. Another gentle- 


man informed us that by grasping the tissue about the cornu 
of the uterus he is able to control hemorrhage entirely. I 
do not quite understand that. In grasping the distal end, 
the periphery of the vessel, what becomes of the proximal 
end? Where does the hemorrhage come from? May it not 
still continue from the proximal end of the vessel which may 
have been ruptured? 
In regard to the removal of the placenta at once, I recall 
one case that taught me that it is not always possible to do | 
this in a case in which rupture occurred. In this case the 
rupture had occurred in the broad ligament, and the peri- 
toneum was turned up from the posterior surface of the 


uterus, and the placenta in migrating had attached itself to 


the posterior cul de sac, there found lodgment, and the hem- 
crrhage came from a surface as large as the palm of my hand, 
and it could not be controlled by any method of ligature. 

Dr. WRIGHT (closing the discussion on his part): I have 
not much to say except to thank the gentlemen for their kind 
consideration and free discussion of my paper. There are 
one or two things I would like to speak of briefly. In early © 
tubal ruptures I tried to make clear that I would not operate 
unless there was great danger. My experience does not war- 
rant the belief that the dangers from peritonitis are as great 
as we are led to believe from what has been said. I have 
never seen a case of general peritonitis from tubal rupture. 
I have seen a local walling off, but not a general peritonitis, 
following rupture of the tube. 

The vaginal route has been objected to by one or two speak- 
ers. My own experience in one case was entirely gratifying. 
In the other hemorrhage was so alarming that it necessitated 
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opening the abdomen and getting hold of the tube, as sug- 
gested by Dr. Eastman. Dr. Fenger reported in ‘the Ameri- 
can Journal of Obstetrics and Diseases of Women some years 
ago the delivery of a child through the vagina in a case of 
ectopic pregnancy, where the child lived until. term, but had 
died at the time of the operation. The issue of the mother 
was entirely satisfactory. 

I purposely omitted the therapeutic use of electricity, as 
was mentioned by one of the speakers, as I believe it is of 
no use in cases of ectopic pregnancy. I thought it was ob- 
-solete and did not take up any of your time in directing 
attention to it. I should not recommend operation on a 
patient in extremis until I had made an attempt first to re- 
supply that from which the patient was suffering so pro- 
foundly, namely, by using the normal salt solution. 

Exceptions were taken to. pelvic inflammation and pelvic 


: bands constricting the tube. I admit that it would prevent 


entrance of the spermatozoa into the tube, and we have many 
instances on record of the spermatozoa gaining access— 
through one tube, fecundating the ovum on that side. Coe 
has reported one such case, fecundation taking place on the 
opposite side of the abdomen. If a constricting band will 


_ arrest the progress.of the ovum towards the uterus, it would 


also arrest spermatozoa. 

Dr. NILES (closing the discussion): The discussion on the 
etiological factors that have to do with tubal or extrauterine 
pregnancy is very interesting, but thus far I believe we can 
safely say it throws but little light in furnishing better 
means of preventing this accident. For instafice, the theory 


of Dr. Stoddard is very ingenious, and yet I think you will ~ 


agree with me that it will be a long time before the preven- 
tive measures he suggested by the cases he advanced will be 
adopted. It will be a long time before his theory will be | 
considered practical or popular. 

- With reference to the question of immediate operation, I 
think an undue amount of stress has been laid upon the | 
presence of blood clots. This to my mind is only one fea- 
ture. If we allow ourselves to be confused regarding the 
principal features of this accident, we are liable to be misled. 
As to hemorrhage, it may be temporarily stopped in these 
cases, but we have no assurance that it will step in ten min- 
utes. In a case of hemorrhage in other parts of the body, 
would we fold our arms, take chances, and leave the patient? 
I think not. We would endeavor to arrest it. We should at 
least tie the bleeding vessel if we do not do anything else. 
Having tied the vessel, I am sure you will agree with me that 
an effort should be made to remove the blood clots. We 
would not think of leaving them in other wounds, and why 
should we in’ dealing with the class of cases under discus- 
sion? 

The differentiation between shovk and hemorrrhage is a 
feature that has suggested itself to all of us when we have 
to face these conditions. It is difficult to tell whether a pa- 
tient is in a state of collapse from shock or from hemorrhage, 
and yet in these cases, it seems to me, that while we are de- 
bating this question a patient may be dying from either. 
Ifemorrhage is a certainty; shock is a possibility. 

I do not recall any other points that I care r to refer to at 
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this time. I ‘wish to say, however, that I am under obliga- 
tions to the members of the association for their courteous 


treatment and free of my 


VESIOAL CALCULUS, Eee REPORT OF CASE. 
By H. H. STONER, M.D., 
ROCK RAPIDS, IA. 


Stone in the bladder has been written about and 
talked about until it would seem that the subject 
would be almost threadibare. Such, indeed, I must 


admit is the case. It is, in fact, hoary with age. Lith- 
-otomy is one among the first capital operations of 


which we have any record. - Its history dates back into 


the dim ages of the past, and there is no doubt that the 
operation was done long before we have any recorded 


history of it. The Hindoos evidently practiced this 
operation from time immemorial. -Probably to the 
eastern branches of the Aryan race should be ascribed 
the credit of having originated this operation, for to 


this country we must certainly look for the cradle of 


surgery. Hippocrates was familiar with the operation 


of lithotomy, although he severely deprecated its per- 


formance. To Celsus, who wrote in the first century 
before the Christian era, we are indebted for his cele- 
brated description of the operation of lithotomy as 
practiced long ‘before in India and ‘Alexandria. This is 
the earliest recorded description of ithe technique of 


the operation which we now possess. The principa! 


features of ‘the operation as described by ‘him are as 
follows: The rectum was emptied by an enema and the 
patient was made to walk about the room in order to 
bring the stone down to the neck of ‘the bladder. He 
was then placed upon the lap of an assistant, whose 


duty it was to hold ‘him and keep his thighs separated 


and flexed iat the proper angle, so as best to expose 
the perineum. The operator then introduced two fin- 
gers into the rectum and endeavored to hook them 
behind the stone and force it down against the per- 
ineum, where it was cut down upon and extracted 
either by the fingers or by a single ‘hook. The next 
operation of which we find any mention was that de- 
vised ‘by Johannes Romanus. From this operation 
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has graduall y been evolved the present operation of 
perineal lithotomy. He used a grooved staff as a 


guide, but owing to the: apprehension that Hippocrates 


created by stating that incision of membranous struct- 
ures was necessarily fatal, ‘he carried the incision no 
further than the bulbous portion of the urethra, de- 
pending upon dilatation of the remaining structures 
to obtain room for the extraction of the stone. 
This, with certain modifications, has continued, until 
comparatively recent times, to be the operation per- 
formed for the removal of vesical calculus. During 


the latter part of the present century two other opera- 


tions have been extensively employed, which bid fair | 


to supersede ‘the time-honored operation of perineal] 


lithotomy. I refer to lithotrity, with its offspring, lith-— 
olapaxy and suprapubic cystotomy. There is no ques-— 
tion that each of these Peenere has certain features 


commend it. 


Litholapaxy has the advantage that it eliminates 


any cutting—a desideratum in the minds of many pa- 
tients not to be underestimated; yet it must be ad- 


mitted that in the hands of any except the most expert 
this operation will frequently meet with failure. The 
walls of the bladder may be caught 1 in the jaws of the 
lithotrite, or a small fragment may be overlooked 


- which will constitute the nucleus for the formation 


of a future stone. Within the last few years perineal 


lithotomy has unjustly, I believe, fallen into disrepute. 


It is being supplanted by the ‘high eperation or supra- 
pubic cystotomy. It has, however, some advantages 
which cannot ‘be gainsaid; as, for instance, in inflam- 
matory conditions of the bladder, where perfect drain- 
age is a sine qua non, it is the operation par excel- 
lence. In fact,.I am of the opinion that, after all has 


been said, the suprapubic route possesses only one 


point of superiority over ‘the perineal operation, and 


that 1s in the room obtained for the removal of extra 


large calculi. For operation upon the interior of the 
bladder, for other causes than stone, especially where 


- it is desired to have the field of operation in plain 


view, the incision through the prevesical space pos- 
sesses advantages which cannot be excelled. 
10 
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- The case which I am about to report possesses some 
peculiar points of interest, which is the only excuse 
I have for referring to it. 

U.8., a boy, fifteen years of age, consulted us—Dr. 


McNab and myself—on account of a urinary diffi- 


culty from which he had suffered for more than a year. 
He had consulted a number of medical gentlemen, 
each of whom had arrived at a different diagnosis, one 
having pronounced it an aggravated case of mastur- 
bation and proposed circumcision for its relief. 

The first feature that attracted our attention was 


the urinary odor emanating from his clothing; his 


facial expression portrayed constant ard acute suf- 
fering; ‘he crossed his legs and writhed about as if at- 
tempting vainly to control an over-stretched sphincter. 
He stated that he had been unable to control his urine 
for a period of six months, and that it constantly 
dribbled away from him. Every few minutes an un- 
controllable desire to urinate overcame ‘him, when he 
would drop upon his knees in his tracks, and, writhing 
in agony, would tug and pull at his penis in a vain at- 
tempt to evacuate ‘his bladder, but to no avail—only 
a few drops would escape, when he would sink back 
exhausted with the effort. The skin of the penis was 


completely abraded, the organ was constantly in a 


state of semi-erection, was denuded, raw, and bleed- 
ing, yet in this condition he could not control his de- 
sire to manipulate it when endeavoring to urinate. 
There was on area of dullness extending three inches - 
above the pubic bone. The symptoms were unmis- 
takably those of a vesical calculus, embraced within | 
the neck of the bladder, producing retention of urine. 
An ordinary metallic catheter was passed partly as 
a diagnostic measure and partly to relieve the reten- 
tion. Upon entering the bladder, the beak of the in- 
strument came in contact with a calculus, but what 
was our surprise when only a few drops of urine 
welled up out of the mouth of the catheter. A soft. 
catheter was now in'troduced with no more success, 
until its distal end was dropped below the level of the 
bladder, when, by the process of syphonage, it with: 
drew sixteen ounces of urine. The question now 
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_ arose, was there a complete paralysis of the walls of 
the bladder? If so, how to account for the exacerba- — 
tion of pain when ‘he attempted to urinaite, except by | 
the powerful contractions of the bladder upon the im- 
prisoned stone within the vesical neck. If it still re-— 
tained this power, why did it not impel the flow of 
urine through the catheter against the force of gravi- 
tation? 
These were questions which could only be settled 
after investigation of the interior of the bladder. He 
was therefore prepared for lithotomy. On the next 
day, Dr. McNab administering the anesthetic, I did 
the lateral perineal operation. Upon entering the 
bladder a calculus as large.as a ‘hen’s egg was found 


| lying loose and occupying the region of the neck of 


the bladder. This was easily crushed and removed. 
Further investigation elicited the fact that, with the 
exception of a small part of the anterior. portion of 
the trigone, the entire mucous membrane of the blad- - 
der was incrusted with a deposit of phosphatic ecal-. 
culus to the thickness of three-eighths of an inch. 
The bladder was dilated to the. capacity of about one 
pint. This explained the in ability of the ‘bladder to 
evacuate itself. 

The incrusted calculus held the walls of the bladder 
as rigid as a board, and, of course, prevented its con- 
traction. To remove this, and avoid lacerating the 
walls of the bladder, required ‘1a vast amount of dili- 
gence and patience. It was accomplished by seizing 
a portion of the deposit within the jaws of strong for- 
ceps and ‘breaking it off in small fragments and re- 
moving it piecemeal. The deposit was so intimately 
connected with the mucous membrane that the break- 
ing of each segment was attended by a sharp spurt 
of hemorrhage, and I was in momentary expectation 
of completely rupturing the vesical wall. The deli- 
-eacy of the manipulation required to prevent lacera- 
tion in breaking off the fragments, as well as the in- 
accessibility of that part adherent to the fundus, made 
it a very tedious operation. Three hours had been 
occupied in removing the calculi when the patient 
showed signs of failure. The operaition was as yet 
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uncompleted. A small fragment was still adherent 


to the fundus of the bladder, and all attempts within 
the bounds of safety to dislodge it were futile. With 


‘the failing power of the patient further interference 
was abandoned, with a determination that, should — 
the patient survive, he should be subjected to a supra- 
pubic cystotomy and the adherent fragment removed. 
He was placed in bed and rallied nicely from op 


shock, which had a short time before assumed 
threatening an aspect. His recovery was uneventf al. 


_ He was sent home at the end of five weeks with the 
perineal fistula entirely closed. He was instructed 
that as soon as ‘he had regained ‘his usual health to 
‘return for further operation. Nothing was heard of 


him for about one year, when the again presented him- 
self suffering from vesical irritation. He stated that 


for a period of six months he was entirely free from 


pain, butt after that time he ‘began to notice a return 
of his old trouble. Hie was now subjected to a supra- 
pubic cystotomy and a single calculus weighing 120 
grains was removed. It was lying loose in the bladder 
and had all the appearance of an ordinary calculus. 
It had evidently become dislodged at the time when ‘he 
moticed a recurrence of the vesical irritation. His 
recovery from this operation was complete, although 


- it was more tedious than the original one. By the 


crushing process to which the calculus in the first 
operation was subjected, much of it was reduced to 
sand and washed away by irrigation; the amount we 
preserved, however, weighed exactly six ounces. in 
the center of the loose stone and forming the nucleus 
there was a piece of ordinary chewing gum. A\l- 
though he denied it, the patient had evidently inserted 


this into the meatus, and it passing ‘beyond his grasp, 


had worked its way into the bladder. From its ad- 
hesive qualities, it made an ideal nucleus for the 
formation of a calculus. What induced the adherent 
portion to become deposited upon the vesical walls 
is a question not so easily answered. The best solu- 
tion I can offer is, that the loose stone was 'the first to 
form, and that by pressure the mucous membrane be- 
came so irritated that granulations arose, within the 
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meshes of which the deposit took place. It has beeu 
claimed that calculi are never found adherent to the 
walls of the bladder; that cases so reported ‘have been 
suggested to the mind of the operator by the difficulty 
of removing some stones, especially if accompanied 
_ by sharp hemorrhage. There can be no possible ques- 
tion in this case, however, as the interior of the blad- 
der assumed tthe shape of a ‘hollow sphere lined 
throughout the greater part of its circu mference with 
phosphatic deposit. — 
- It may be asked why the idaaicapiine route was not | 

selected for the original operation. I have only this 
to say in extenuation, thait I was mistaken in my in-— 
ferences. ‘The agonizing pain led me to believe that 
the bladder was excessively inflamed. The non-con- 
traction of ithe bladder led me ‘to believe that pro- 
longed drainage would be necessary to effect a cure, 
and as the perineal route was preferable for this’ 
I selected at. 


DISCUSSION. 


Dr. THOMAS J. MAXWELL, of Tiokale Ia.: I heartily endorse _ 
what the Dr. has said with regard to the choice of methods. 
of operation. The suprapubic operation has its superiority 

in some cases; the bilateral or perineal operation is suitable 
for certain cases, and they have already been named. Where 
we want perfect drainage, and there is much inflammation, 
and that is generally the case, we would select the perineal 
operation on account of free drainage and the resting of the 
bladder as a result. I have merely got up to endorse what 
the essayist has said with regard to the operations, and to 
call attention to the fact that this chewing gum business 
seems somewhat widespread. Unquestionably chewing gum 
forms a nucleus for stone. I] had a case some two or three 
years ago in which I made an operation through the peri- 
neum, extracted two stones, having the appearance of pea- 
nuts. One weighed 120 grains, the other was not quite so 
large. They had formed within six or seven months. Cutting 
them in two, I found gum as a nucleus. The case reported 
- is-therefore not entirely unique, for the formation of a nu- 
cleus by gum is rather a singular application for chewing 
eum. Dr. Ruth can tell you something about this subject 
as he had a case of stone about the time my case was operated | 
upon, in which chewing gum was the nucleus around which 
the stone formed. 

Dr. C. E. Rutu, of Keokuk, Ia.: I have had one of the chew- 
ing gum cases come under my care, and I will report it be- 
cause Dr. Maxwell has referred to this subject. This is evi- 
dently quite a popular method of developing stone in the 

bladder, and if it were not for this affair I would about be 
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out of the stone business. From other causes I have not come: - 
in contact with as many vesical calculi as most surgeons 
seem to have had in former years. The case the Dr. has 
reported is certainly an interesting one, but I have had no 
experience in which I had an entire cast of the interior of 
the bladder by the stone formattion that was intimately at- 
tached to the mucous membrane and naturally prevented the 
muscular contractions of the bladder from emptying the 
viscus. I have never heard of such a case, consequently it is 
interesting indeed. As to his method of dealing with the 


ease, I do not see how it could have been improved upon. 


Dr. Lewis ScHOOLER, of Des Moines, Ia.: I think I can 
perhaps claim priority with reference to chewing gum as a 
nucleus for stone in the bladder. Several-years ago a young 
Swede, who gave a history of having been on a drunk for 
several days, fell in with a girl, and while they were playing 
together the girl passed a piece of gum into his urethra, 
which entered the bladder and formed ‘a nucleus for a stone. 

With reference to the case of Dr. Stoner, I have no hobby 
as to the suprapubic operation. The perineal route for small 
stones, where there is only one stone, if not too large, offers, 


perhaps, an ideal route for this operation. But where there 


are a number of stones, or where a stone is large, or where 
there is incrustation covering the inner surface of the blad- 
der, the suprapubic operation offers superior advantages over 
any other. The results of the old lateral operation perhaps 
are as brilliant for cases in which it is desirable to do it as 
can be expected. Unfortunately, we cannot determine be- 


forehand in many cases the number of stones. We cannot, - 
as in the case cited by the author of the paper, determine 


the amount of incrustation to the inner surface of the blad- 
der, which occurs more frequently, perhaps, than is gener- 
ally supposed. If we have a large stone to deal with, we 
certainly do more injury and produce more contusion of the 
tissues by operations other than the suprapubic. The supra- 
pubie operation is not new and its advocates claim nothing 
new for it, except that it has been adopted with considerable 
favor and was resorted to before the days of antisepsis. But 
in surgical treatment of cases to-day the results are just as - 
favorable from it as they are from the lateral median opera- 
tion or any other operation, and it possesses the advantage, 


In cases where there are a number of stones or incrustations 


of the bladder, of being done under the eye; whereas, in the 
perineal route the operation is conducted largely by the 
sense of touch imparted through the medium of the instru- 
ment, and it is always difficult to determine the exact con- 
dition, and if tumors or villous growths exist, then the in-_ 
terior of the bladder cannot be determined at all through 
the medium of an instrument, whether it be a spoon, for- — 
ceps, curette, or any other form of instrument. The calculi 
are frequently beyond the reach of the ordinary finger, be- 
eause it does not extend to the fundus of the bladder. | 
With reference to drainage, there is a little less trouble in 
securing drainage by the perineal route, perhaps, than by 
the suprapubic. But any surgeon of ordinary mechanical 
ability and skill can secure just as free drainage through a 


‘suprapubic incision as through the perineal incision. It re-_ 


quires a little more attention on part of the nurse, and a 
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little more attention on part of the surgeon to ascertain 
whether the apparatus is working perfectly. There are none 
of these cases where there is an incurable amount of in- 
flammattion present that require drainage for any great 
length of time. Very few cases of inflammation of the blad- 
der, caused by the presence of calculi, exist for any~ great 
length of time, unless they are old cases where the bladder © 
walls are utterly destroyed, and you simply drain until the Beh 
patient dies. There is no more danger of wounding the - 
important tissues by doing the suprapubic operation than 
ee there is by performing the perineal operation. The peri- 
toneum need not be cut, and in many cases need not be 
seen. If seen, it can be pushed up out of the way. If it is 
cut, it is not an accident of great importance; if it is immedi- 
ately stitched and held away during the remainder of the 
operation there will be no difficulty arising from that opera- 
tion. Some surgeons argue that danger lies in the wounding 
| of the -peritoneum, but nearly all surgeons at the present 
- day wound the peritoneum in doing other operations, do it 
purposely, and have peritonitis in but very few cases. While 
I have myself wounded the peritoneum in one or two cases, 
I have never seen any bad results occur from the small 
amount of injury done to it. I have never seen infiltration 
of urine into the tissues above the pubic bone, as spoken 
- of sometimes, and I do not think it can occur if the simple 
rules in regard to drainage and siphonage are exercised after 
the suprapubic operation. 


Dr. W. J. WituiAMs, of Adel, Ia.: With reference to foreign 
bodies in the bladder, I am a little sorry that one of my 


ae patients did not hear of the result of chewing gum being 
introduced into the urethra and then passing into the blad- 
A 2 der, for it would have saved him considerable trouble and 


me an operation. I was called hastily five miles in the 

country last August to see a gentleman who had passed a for- 

eign body into the bladder. I went to the town where he 
lived and prepared as hastily as I could for operation as | 
he was suffering severely. I resorted to the perineal opera- 

tion, the choice being from absolute necessity, as I could feel 
the foreign body pushing down in that direction. I removed | 
the body, stitched up the wound, going close down to the 
urethral tract, after having placed a sound in the urethra to 2h 
guide me, in order that I might not include the tissues be- et 
yond this. I had a good result, to my surprise. The old 

sentleman told me why he had placed it there. He was fool- 

ish, perhaps, for he was trying to get relief from an over-— 
distended bladder, and the thing I found was this identical 

pen-holder, which I will pass around. In introducing it it 

slipped away’from him and had gotten up into the bladder. 
IT eaught hold of it with forceps and pulled it out. : 

Dr. EMory LANPHEAR, of St. Louis, Mo.: I have very little 
to say save to call the attention of Dr. Stoner tto the fact 
that from a theoretical standpoint, there is one criticism that 
may be made on the paper, namely, that in regard to the 
statement relative to drainage in the lithotomy position. 
The old lateral operation of lithotomy has been extolled as 

an ideal operation on account of the advantage of drainage. 
If you will recall the anatomy of the pelvis, and think of the 
position which the bladder has in relation to the curvature 
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of the sacrum. and to the position of the tip of the coccyXx, 
you will readily see that when a patient is placed in bed 
upon his back there is a part of the bladder one to one and 
a half inches lower than the lowest extremity of any possi- 
ble wound which can be made in the perineum. From the 
standpoint of drainage, therefore, there is no advantage what- 
ever in the perineal method of opening the bladder over that 
of the suprapubic route. Practically, we obtain very much 
better results from the suprapubic method because we have 
learned that these wounds do very much better by frequent 


irrigation of the bladder. If we rely on the teachings of the 


older instructors, we get ideal drainage from the perineal 
method, and so we do not use antiseptic irrigations after the — 
perineal operation; therefore those who use the suprapubic 
method for stone and other intravesical conditions have ob- 
tained much better results from it than were obtainable from 
the old methods in the preantiseptic days, because they have 
been taught that they must frequently wash out the bladder. 


If we stitch the mucous membrane of the bladder to the 


skin in the suprapubic operation we prevent a great danger 
of vesical surgery, namely, infiltration of the connective | 
tissue with urine, because adhesions occur quickly between 
the submucous and the subcutaneous tissues, and within a 
few hours we have shut off the possibility of contamination 
of the surrounding tissues. Then we can obtain perfect ideal 
drainage by the long tube advocated by Wyeth and others, or 
by ‘the use of iodoform gauze. wicking, which is of great ad- 
vantage in pelvic surgery for draining the pelvis. So far as 


_ the report of the case is concerned, there is but one criticism 


which ean be offered, and that is, the doctor, as soon as he 


discovered he had this incrustation of the bladder, should 


have abandoned the perineal route and opened the bladder 
above. This would have enabled him in fifteen minutes to 
have completely peeled off this deposit lining the bladder, | 
and it would have enabled the patient to cokepe the necessity 


ofa secondary operation. 


RHINOPLASTY BY AN ADAPTATION OF THE 
FLAP-SPLITTING PRINCIPLE. 


By GILBERT GEOFFREY COTTAM, M. D., 
: ROCK RAPIDS IA. 


It cannot be said that the reparative surgery of the 
nose, although one of the oldest branches of plastic 
surgery, has attained any great degree of perfection. 
There are several cogent reasons for this. One is that 
lesions requiring the restoration of the nose are them- 
selves infrequent, consequently no one man’s experi- 
ence with them is sufficient to incite him to devote 
more than passing attention to the improvement of the - 
technique. Another is the unsatisfactory nature of 
the reconstructive material at the operator’s disposal. 
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1 do not hope to offer anything very original on this 
subject, yet it occurs to me to suggest that by the 
adaptation of a principle found effective in other pro- 
cedures an improvement in results might be reached 
in a limited class of cases. As in all branches of sur- 
gical craft methods capable of universal application 
do not exist, so in the present instance it is only con- 
_ templated to treat of that subdivision composed of 
cases of nasal lesion in which the nasal bones and a © 
small part of the upper lateral cartilages are left in- 
tact. 

It will be well here to glance briefly at the causes 
which mnilitate against and the conditions which en- 
sure a successful rhinoplasty. The alz of the natural 
nose, being strongly enforced with cartilage, retain 
their patulency. Necessarily the usual method of 
sliding in flaps from the cheeks fails to reconstruct 
nostrils capable. of retaining their form, and the result 
is poor. Again, if the disease or injury which de- 
stroyed the natural nose has invaded the adjacent — 
structures, leaving more or less extensive scar-forma- 
tion, it may be necessary to utilize this tissue of low 
vitality, with the chances of resultant sloughing or 
non-union if the conditions are not precisely favorable 
to repair. Taken all in all, it is not strange that the 
operation has fallen somewhat into disrepute. Even 
so recent a writer as B. Farquhar Curtis (Practice of 
Surgery, Wharton and Curtis, p. 742) is inclined to 
give the preference to “an artificial nose made of some 
light material (aluminum) covered with wax and 
painted,” but, feasible as this suggestion may be for 
those who are of the leisured class, it is useless to ap- 
ply it to those compelled to actively strive for a living. 

All these questions were suggested to me by a case 
which came into my hands some two years ago, the 
history and course of which are as follows: A farm- 
er’s son, aged 16, was feeding his father’s horses one 
evening when one of them snapped viciously at his 
face. The result was total demolition of the boy’s nose 
almost down to the nasal bones. No trace of the miss- 
ing organ could be found; in all probability it was 
ground to a pulp between the horse’s teeth and would 
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graphic record of the condition of at that 
time. 


Realizing the futility of attempting to substitute 


anything resembling a natural nose by flaps taken | 


from the cheeks or forehead, all vestige of the original 
ale having been removed, I planned and executed the 


following procedure: A transverse incision was made 
about 5 millimetres from and parallel with the free 
border of the portion remaining, extending 3.5 centi- — 
- metres beyond the maxillary junction on each side. 


‘This incision penetrated into the nasal vault and was 


joined by another at right angles which severed the 
. part below the first incision from its septal attach: 
ment. There was thus fashioned a long, narrow strip _ 


composed of skin and cartilage shaped like a capital 
U, confined at the ends but free in the middle. This 
‘was drawn down and anchored to a new columna taken 
from the upper lip, a single stitch sufficing. The quad- 


~rangular gap thus left above was then filled by sliding 


flaps from the cheeks. Interrupted open sutures of 


fine silk were used and an impervious coating of aris- 
- tol-collodion.applied. Primary union resulted through- 
out, with the exception of one small spot in the median © 
line where there was undue tension upon one stitch; 


this was promptly remedied by a graft from one arm. 


‘The ultimate result is shown in the accompanying 


photograph, which has. een printed from the unre- 


touched negative. 


At the time of this operation the subcuticular sut- 
ure of Halstead had not received general recognition ; 
now I should certainly apply it to this and any other 


plastic operation demanding a closed wound. Other 


modifications of detail to suit individual cases may be 
suggested. Thus, in instances of slight defect, the 


first incision might be carried through the septal car- 


tilage down to the vomer, making an omega-shaped 
instead of a U-shaped piece to be drawn down, obviat- 
ing the necessity of taking a new columna from the 
upper lip. This method would have the disadvantage 


_of leaving a triangular gap in the septum, which would 


require an artificial plate to prevent a subsequent 


~saddile-nose deformity. Another modification well 
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worth consideration would be to fill in the quadrangu- 
lar gap in the second stage of the operation by a horse- 
shoe flap taken from the infraorbital region of one 
side and the forehead. (Cassidy, Med. Record, vol. 53,. 
page 534.) 
disturbing the fundamental principle which I have 
endeavored to emphasize, the transposition of the mar- 


gins of the upper lateral cartilages to the location of 
the lower lateral cartilages so as to form a frame-— 
work of sufficient rigidity to maintain the contour of. 
the new ale and so preserve the patulousness of the 


nostrils. 


A MODIFICATION OF THE MURPHY BUTTON. 
ARTHUR E HERTZLER, A. M., M. D., 
HALSTEAD, KAN. 


The little device I have to show to-day may be be 
scribed as a Murphy button, all of which, save the 
central tube, is made of decalcified bone. 


By reference to Fig. 1, the resemblance to the Mur- | 


The bone 
discs, which form the bulk of the button, are made. 


phy button becomes at once apparent. 


Fig. 1. 


Fi@a. 2. 


3. 


from the tibia or femur of the ox. 
such a manner as will give the thickest and broadest 
possible slab of solid bone tissue. 


These changes may all be made without 


Strips are sawn im 


The size of the 
disc is now marked out a little less in diameter than. 
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the gut it is intended to unite. Holes are now drilled 
about two-thirds of the way through somewhat larger 
than the central tube it is desired to use. . This is 
to allow space for the puckered end of the gut to lie 
in after the draw sutures are tightened, as shown in 
Fig. 2. The remainder of the distance through is 
drilled just the size of the central tube.- Two small 
notches are now filed in the shoulder thus formed to— 
permit the small projections on the outside of the tube 
to pass through. The disc is now sawn out. and 
rounded with a file. See 
is now aecomplixhéd by immersing 
them in a 10 per cent. solution of HCl. The length of_ 
time they should be allowed to remain in this solution ~ 
depends somewhat on the density of the bone and the 
age of the animal from which it is taken. The only 
way to make certain of the result is to observe the 
progress from time to time and to remove them when 
they are softened, and before they become limber 
enough to bend on pressure. This requires from 
twenty-four to seventy-two hours, with an average 
of from forty-eight to sixty hours. Those intended for 


use in the intestine require a somewhat longer bath 


than those intended for use in the stomach. 

After decalcification they are washed in running 
water for six or eight: hours and are then smoothed 
off with a knife and placed in alcohol for hardening 
and preservation. They may be kept in oe per cent. 
alcohol indefinitely. | 
- The form of the central tube is well shown in . Fig. 
3. 'The flanges for holding the discs project about 2 
mm. and are well rounded so as not to injure the in- 
testinal mucous membrane after the discs have be- 
come digested off. The small projections are for the 
purpose of holding the disc in place, permitting them 
to be locked by pressing on the bone plates, but not 
so firmly but that they are able to accommodate them- 
selves to varying thickness of the gut. 

The female portion is threaded on the inside like 
the Murphy button, except that the threads are square 
on top; that is to say that a transverse section of a 
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thread is a right-angled triangle. This is well. shown 
in Fig. 2. This gives a firmer hold for the hooks of 
the male portion and permits the use of a weaker | 
spring. The female portion is 3 or 4 mm. longer than 
the thickness of the disc, while the male portion is 
long enough to reach through both discs when they 
are placed together. ‘The hooks, or locks, are formed, 
as will be seen in Fig. 3, by cutting four strips down 
the side of the tube and turning out the ends to form 
hooks. The hooks are made to act in pairs. 
_ The button complete weighs only about one-fourth 
as much as the Murphy button, and the small size of 
the body to be extruded is seen by reference to the 
cut. The figures shown represent the full size of ae 
button as used on ordinary sized dogs. __ 
A very eminent surgeon has suggested: that the but- 
ton might be reinforced by a few Lembert sutures to 
give additional security. 


INJURIES OF THE HEAD. 
By CHARLES C. ALLISON, M.D., 


OMAHA, NEB., 


SURGEON IN CHIEF TO THE PRESBYTERIAN HOSPITAL; PROFESSOR OF 
SURGICAL ANATOMY, ETC., OMAHA MEDICAL COLLEGE. 


In our examination of ‘head injuries an essential 
feature is the estimation of the intracranial lesion. | 
The local cranial wound may be accompanied by a 
meningeal or cerebral contusion, or by a laceration of 
brain tissue at some distance from the external injury, 
and upon these complications in a great measure de- 
pends the prognosis. If fracture exists, its manage- 
ment, whether simple, compound, or complicated, must 
be determined by the surgical judgment which, with 
all care against inflammation, relieves by the trephine 
or elevator the pressure of ‘bone, arrests bleeding, and 
places the tissues in the best position for uncompli- 
cated repair. 

To determine upon the plan of treatment, when the. 
injury to ‘bone is comparatively small, when the de- 
pression is slight, and the attending ‘symptoms not. 
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urgent, is a delicate question. The rule that every 
depressed fracture should be elevated; that in a stel-— 
late fissure the integrity of the inner table is doubtful, 
and hence exploration judicious; that in a simple 
fissure with intracranial symptoms means for inspec- 
tion are indicated, and that when a marked hematoma 
masks the bony outlines, exploration will be con-— 
sidered appropriate and conservative, seems to be a 
correct one, surgically speaking, in our care of these 
cases. The following case will illustrate an unex- 
pected complication in which the obscure symptoms 
‘pointed to the selection of a nonoperative line of treat- 
‘May L., aged eight years, was injured in a street 
- railway accident, and an examination at the Pres- 
_byterian Hospital, two days after the injury, revealed 
normal pupils, temperature, and pulse, with absence 
of motor and sensory disturbances. The tone of the 
muscles and intellection were unimpaired. A large he- 
matoma upon the left side of the head, which entirely 
prevented palpation of the bone, increased moderately 
during the following four days, while the other nega- 
tive symptoms remained unchanged. With the head 
prepared an incision revealed a fissuration and slight 
depression of ‘the bone under the extracranial clot, and 
the trephine revealed a large epidural clot amounting 


to three ounces. Its removal was followed by a re- 


covery which might possibly ‘have ensued without op- 
erative interference, yet it is, I think, plain that the 
danger either of early or late complications was re- 
duced by the treatment which in the face of such neg- 
ative symptoms was reluctantly practiced. ee 
- Of the intracranial lesions which influence the prog- 
nosis in head injuries hemorrhage deserves first con- 
sideration, and, if free, it is generally epidural pri- 
marily, although a pial or cortical bleeding may coex- 
ist or occur independently of the extradural extrava-_ 
sation. The dangers which attend this intracranial 
complication depend upon the amount and location of 
the extravasated blood. Rapid exsanguination, com- 
pression, and shock from bleeding, will ‘have, as early 
symptoms, a subnormal temperature, temporary and 
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recurrent unconsciousness, while the 


- tions of pulse, respiration, and pupils are not as a rule 


diagnostic. Although an escape of blood or cerebro- 
spinal fluid from the ear, or of ‘blood from the nose or 
mouth, or a subconjunctival ecchymosis, after elimi- 


nating extracranial causes, directs our attention not 
only to the bleeding ‘but to a possible fracture, yet the 


absence of such evidences does not exclude Serious. 
internal lesions or fracture. In-fact it has been origi-— 
nally pointed out by Phelps that severe localized pain, 
disproportionate in intensity to the apparent severity 


of the injury, may be the guide to the diagnosis of a 
basic fracture. 


In cranial fractures it is not a common experience to 


meet with pressure cases where coma is suddenly re- 
lieved by a trephination; yet, if such a case actually 
occurs the remediable complication will be found to be > 
“hemorrhage. A favorable case for such an illustration | 


occurred in 1892, when a man who had received a se- 
vere blow over the left side of the head walked some 
distance, described his accident, and soon passed into 


an unconscious condition with subnormal temperature 
and pulse and ‘hemiplegia. Trephination of a de-— 
pressed fracture revealed a rupture of the anterior 
branch of the middle meningeal artery, with profuse 
epidural and cortical extravasations, the removal of — 


which, with arrest of the bleeding, led to a return of 


consciousness and motion, with restoration to normal 


of pulse and respiration, as soon as the eflects of the 
anesthetic were lost. a 

In attempting isolation of contusion, as one of the 
prominent intracranial non-operative complications, it 
is plain that it rarely exists uncomplicated by lacera- 
tion or hemorrhage. Confusion, vertigo, restlessness, 


with temporary unconsciousness and a feeling of ex-— 


haustion, point to brain contusion without a neces- 
sarily grave prognosis, yet the care of such a case 
should cover a period of several days, with quiet seda- 
tives and ‘laxatives as safeguards against a latte sec- 
ondary development of inflammation. 

The indications of laceration of ‘brain tissue are, 
sharp temperature elevation, which continues pro- 
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gressive until the fatal termination; irritability, sensi- 
tiveness, muscular rigidity, especially with ‘basic lac- 
eration; asymmetrical radial pulse, general ly with 
greater ‘fullness and strength upon the side of injury. 
Bilateral variations of axillary temperature are some- 
times associated with this unfavorable intracranial 
lesion. 

The treatment in - lacerated injuries is necessarily 
unsatisfactory, yet, aS in contusion, the relief from 


external irritations, sustaining the circulation, and se- — 


curing rest are to be attempted. To this end the ice 


cap, mercurials, and morphia or bromides, with a dark, 


, quiet room, are probably the most valuable agents. 
In operative cases no interference should be at- 
tempted until reaction has been secured, unless from 


excessive hemorrhage such a course is not warranted. | 
The immediate and depressing effects should pass 
away, and the shock of a laceration should be com- | 


_ batted by agents which sustain the heart and respira- 
tion before the opportunity for the added shock of an 
operation is permitted. The limitations, therefore, for 
interference surgically, while broad for vertex frac- 
ture and for evidences of epidural hemorrhage, are 
comparatively narrow for the intracranial complica- 
—tions—deep hemorrhage, contusion, and laceration of 
brain or meninges. This rule cannot be made descrip- 
tively precise, for the reason that a given case may 


‘present fractures belonging to each of the leading . 
lesions, when the clinical evidences must be analyzed 


and the most urgent ones met. 


THE WOUNDED FROM SANTIAGO. 


By LEWIS SCHOOLER, M. D., 
DES MOINES, IA. | 


Out of the experience of the civil war and others 


preceding iit grew the present plan of handling the 
‘wounded ‘during and after a battle. That it has been 


roundly condemned by individuals, both in and out of 
the army, during the last few months is no evidence 


of its being insufficient or defective. Old plans and 
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still older prejudices may in many instances be just 


as firmly rooted in the minds of some people who are 


seemingly intelligent with reference to a wide range 
of subjects as they are in the minds of those who are 


totally inexperienced and grossly ignorant. That the 


system is one of the results of evolution is best at- 
tested ‘by the fact of its adoption by all civilized na- 
tions, and that it will stand the assaults of the unin- 


formed and the political intriguer—at least until 


a vaster experience has evolved something better—I 
fully believe. Theories and opinions, in cases of this 


kind, are valueless unless supported by results, and 


as yet I have no knowledge of any one having cited : 


figures or percentages regarding results in order to 


disprove the arguments of those who believe that the 
present method is an improvement over everything 
which thas preceded it. This seems the more surpris- 
ing in view of the fact that there ‘has been more fant 


finding with regard to the treatment of the sick and 


wounded during the brief period of the Spanish war 
than was ever before experienced. 

An epidemic that was almost truly thys teric envel- 
oped not only the camps, but the whole country; and 
yet in the face of all these protestations the results 


show an improvement over these of all other wars. 
It is true that in consequence of the advances of the 


century we should very naturally look for just such © 
results. That we have not ‘been disappointed may or 
may not be as creditable as iit should. But had the 
struggle continued until the troops could have been 
thoroughly seasoned, until the weak could have been 
weeded out by the rigors of a campaign, or by the 
train of diseases that inevitably follow the environ- 
ments of camp-life and garrison duty, we could have. 
given to the world the history of an unexampled ex- 
perience and advancement, both on the field and in 
the camp,—a history that would have been the pride 
of American medicine and surgery. But the time was: 
too brief for even thorough organizaition of hospitals 
and medical corps,—and yet, as intimated above, the 
results are very satisfactory indeed. 
With reference to the wounded this should be es- 
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pecially The most remarkable feature . 
in military surgery is observable in the remarkable > 
freedom from septic infection. In 440 cases in which — 
our observation was made under favorable circum- 
stances only two cases showed any tendency in that 
direction: one a case of chest wound, made by a Mau- 
ser bullet, the other a wound of the leg made by a 
large round missile, probably fired from a machine 
gun. Both types of infection were mild. There were 
a few shell wounds which suppurated more or less, 
but no general infection occurred. In the latter there 
was necessarily more laceration and loss of tissue, 
and the ‘contusions extended to a far greater distamce 
from the point of contact. But even where these 
were extensive, the tissues were not disposed to 
slough to any great extent. Hospital gangrene was 
entirely absent. 
he happy results in all cases of wounds is attribu- 
table to modern antisepsis. Many of these wounds 
were inflicted during and at a time when the men 
were so situated that they could not observe the rules 
of ordinary cleanliness, and sanitary regulations and 
methods could be neither instituted nor obeyed. 
Therefore, the immuniity from sepsis is due entirely to 
the use of the finst aid packages and the efficient treat- — 
ment received at the first dressing stations. At these 
stations the wounded are observed, and the dressings, 
if there have been any applied, are examined, and, if 
found properly applied and in good condition, they 
are allowed to remain and the patient sent further to 
the rear. In many cases these bandages were not— 
touched, and no other dressing was needed at any 
time during the progress of the case. If, on the other 
hand, no dressing ‘had been applied, the wound was 
cleansed and either a first aid or a more extensive - 
dressing was applied. Very few of these were 
changed during the voyage from Siboney to the United 
States,—and some of them not until healing had taken 
place. 

Without going into statistics or citing a lates num- 
ber of clinical cases, as might be done if a more elab- 
orate account was to be given, I will be content with 


te 4 
. 
. 
* 
> ed 
* 
4 
“a 
‘ # 
Phe 
j 
- 
. 
a 
“ 


164 WESTERN SURGICAL ANP GYNECOLOGICAL ASS’N. 
i > the simple statement that in view of the time of year 
a and ail circumstances the results were not only satis- 
ql ae factory, but very remarkable. There were very few : 
ee primary amputations and no secondary ones in my eXx- 
perience. Aneurisms resulted in a few cases. Two 
very remarkable cases of this difficulty were observed, 


—both were of the left subclavian, and developed very 
_ slowly. Both were operated upon, one at Fortress 
he Monroe and the other in New York. Both died upon 
a ‘the table. The question as to whether a man can be 
Pea: injured by a large projectile without being touched by 
“ae the missile seems to have been definitely settled in 
ee at least one case,—that of an infantryman who was 
absolutely deaf without a scratch;—the cause being 
the explosion of a shell in close proximity to his head. ~ 
At the end of two months there was no improvement. = 
Plastic operations were needed in only a few in- 
stances. Under my immediate observation there came - 
“only one, that of a private soldier, who had the upper 
lip and alveolar process of superior maxillarv bone 
ee almost completely destroyed, perhaps by a piece of 
shell. The number of deaths from all causes was re- 
ai markably small, and I insert the list contributed by 
ia Mr. — E. Curtis to the Chicago Record, who 
statistics which will be submitted 
by the adjutant-general to the commission that is — 
investigating the conduct of the war will show that 
the death-rate ‘has been remarkabl y less than 
ad “Nhe army reached a maximum of 265,000 men. The 
tag number of deaths from all causes is 2,624. The fol- 
lowing statement gives the details: 


“CASUALTIES OF BATTLE. 


Officers. Men. 
“Tn Puerto Rico: 
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“Deaths from various causes: Officers. Men. 
From wounds received.......... - 


These figures will surprise people who have sup- 
posed that the soldiers have been dying by thousands. 
Persons familiar with military history insist that 
there was never a campaign in any country in which 


the percentage was so small, and it is contended that. 


_ it is less than has occurred iin any city of the world 
of a similar population during the unhealthful 
months. The most remarkable feature is the small 


number of men who died from wounds, believed to — 


have been due to the antiseptic treatment. 


‘Pertinent to this subject the following from a late 
letter from the same correspondent ‘to the same pa'per | 
will be of interest: Capt. Chas. L. MeCawley, quarter- — 


master of the battalion of marines that captured 
Guantanamo in the first battle of the and theld 
that port against Spaniards ten times their number, 


reports thait not a single mian in the command of over 
800 ‘died from disease, and tihat only 2 per cent. were 


unfit for duty when they reached home. As I have 


these marines at the close of the war was better than 
at the beginning. There was more sickness among 


them when they left their barracks at Washingiton 


last May tham when (they returned in October, after 
spending ithe entire summer at one of the most un- 
healthful spots on the Cuban coast. Oaptain Me- 
Cawley says: “The exicellent health of the battalhon 
while in Cuba was due ito the falct that distilled water 
only was used for drinking and cooking. There were 
other elements, however, chief of which was the ex- 
cellent sanitary arrangements of the camp, the use 


by officers and men of light woolen underwear, and 


the absence of fruit from the vicinity of our camp.” 

The above contains not only the record of the killed 
and wounded, but furnishes a large amount of infor- 
mation concerning the mortality from other causes, 
and on account of its great interest and small com- 
pass I have thought proper to give it here. 


several times remarked, the physical condition of 
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The. Wounds Caused by the M odern Small-arm Pro- 


jectile—The three most striking features of these 


wounds are: (1.) They are punctured wounds, not 
lacerated. ‘This is explained by the small caliber of 


_ the projectile and its steel covering. (2.) They. are, 
as a rule, clean wounds, because of the infrequency 


of foreign bodies or infected material being carried 


along the track by the modern bullet. There being 


little devitalizing of tissue.in the \bullet track, and > 
the track being clean, there naturally follows the 


- third feaiture, viz., they heal rapidly. These charac- 


teristics are in strong contrast to ithe conditions im- 


posed ‘by the old lead bullet. The track through the 
soft parts was always much lacerated anid conttused, — 
its diameter greater than that of the bullet. ‘Thi tis- 


sues along the track were devitalized to a considera- 


‘ble extent. Shredis of clothing anid other infected ma- 
terial were generally found within the track. The 


wounds always suppurated. Let us examine in detail 


the wound inflicted by the modern small-arm bullet. 
The wound of entrance is circular, with a ‘hunched up > 


appearance, corresponding ‘to ‘the diameter of the pro- - 
yectile. The tissues of the bullet traick are clean cut. 
The exit wound is a little larger than that of entrance 
(depending upon the velocity and the power of resist- 
ance of the ‘tissues through which it has passed). It 


may be round, slit, T-shaped, or semicircular. The ex- 


istence of a bone lesion may be diagniosed by the size 
of the exit wound. Von Coler, Delorme, and La Garde 
have shown that an exit wound, the diameter of an 


inch or more, is indicaitive of a comminuted fracture. 


In considering the effects of the bullet upon bone tis- 
sue we may safely postulate this rule: “The greater 
the resistance the greater the destructive effects pro- 
duced by the passage of the bullet through animal 
tissue.” 

A great divergenice of opinion exists among sur- 
geons as to tthe amount of destruction caused by the 
modern projectile in the long bones. Referring to the 
rule thait the destructive effects depends wpon the re- 
sistanice, we would expect greater destruction in com- 
pact bony tissue, less in cancellated tissue. The shafts 
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must suffer most, the epiphyses less. It would be fair 
to say that the splintering of bohe decreases as the 
range increases, although Von Coler found that sim- 
ple bullet-holes through compact bony tissue were 
never found even at extreme ranges. Primary hemor- 
rhage aS a cause of death on the battlefield is un- 
doubtedly more common since tthe introduction of the 
modern small-jacketed bullet. The old lead bullet 
crushed and lacerated vessels. Instances of extensive 
injuries are reported with little hemorrhage. The new. 
bullet makes a clean cut in the vessel, and speedy 
death must ensue unless the nearest comrade can 
‘render instant and intelligent assistance. An in- 
stance was recited to the writer in which a. captain 
was shot through the thi gh, severing the femoral ar- 
tery. A private, standing near, went ‘to his assistance, 
and by the captain’s direction compressed the antery 
for half an hour until the surgeon arrived. 
[The closing remarks are those of an article by Dr. 
Carpenter, published in the —— News No vember 
1898. 


DISCUSSION. 


Dr. J. R. Hicks: I have listened to Dr. Schooler’ S paper 
with a great deal of interest because I have had some experi- 
ence in the treatment of the wounded soldiers at Santiago 
during the Spanish-American war. I hardly know where to. 
begin to discuss this subject. In the treatment of these 
wounds we were carefully instructed that the first thing to 
be done was to use the first aid package or dressing. There 
was a great deal of trouble in applying these dressings. 
They were applied in such a manner that when the wounded 
men were brought to the city hospitals the first aid dress- 
ings had to be taken off and clean ones put on. " 

As to the effect of the bullets, some experiments were con- 
ducted on tin pails and wooden pails, and it was a very com- 
mon opinion that the velocity of the bullet was so great that 
it produced coneussion, or whatever you call it, so that a 

man who was struck with the bullet would drop in his track. 
It would stop him from work, but would not kill him. If a 
soldier was struck in the leg, arm, or in the body, he would 
eenerally drop down in his track, fall into a sleep, remain so 
for fifteen minutes or more, then he would awake and begin 
to get well. In other instances the soldiers were not so for- 
tunate. Suppurative cases were few. Out of a thousand or 
more of the wounded I saw thirteen suppurative cases my- 
self. Those men, strange to say, were shot in the upper part 
of the arm, some in the abdomen. Antiseptic dressings were 
applied without any other treatment, the cases left alone, 
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_and wotld et well. If I rightly, we had 


eight or nine laparotomies; five of the men got well. The 
others would doubtless have gotten well were it not that 
their cases were desperate. We found that the bullet made 
but a small opening in the intestine, as a rule, and these 
wounds were sewed up. I attribute the recoveries in many 
eases to the small size of the bullet wound, in that the coats 
of the intestine came together and shut off the contents 
from the wound. When we got back to Siboney, at the gen- 
eral hospital we were able ta follow these cases up nicely. 
In nine eases out of ten of not only simple fractures, but 


- eompound comminuted fractures, I have picked out as many 


as fifteen pieces of small bone after a man was shot. We 
treated these cases as flesh wounds, applied antiseptic dress- 
ings, and the men got well. Sepsis was extremely rare. 
Another thing: Men shot through the chest would go along 
about their business and never know they were shot until 
the next day; others would not. I recall one man who was 
shot through the chest wall; the bullet must have gone 
through the stomach and liver, and yet it did not affect him 
very much. He did not lose his appetite. I saw three am- 
putations performed while I was in Cuba, and I do not be- 
heve more than ten were done altogether. 

Dr. J. E. SUMMERS, JR., of Omaha, Neb.: I have. been. wii 
dering, after reading and hearing the results of the surgical 
work of the late war, whether or not these results may in- 
fluence our civil practice. In the first place, I believe they 


will have done good in that they will have disseminated 
throughout the country the one idea, viz., let wounds alone 


until they can be properly taken care of. If a man is shot - 
on the street and falls down, or if he falls and fractures his 
skull, we know it is generally the custom to have him taken 
to a corner drug store and a physician called. If a bullet 
wound, it is probed with unclean hands and instruments. 
It seems to me it would be much better to have him taken — 
to a hospital or to his home and there cared for. This state 
of things occurs in every state where drug-store surgery is 
practiced. Many of you doubtless recall the interesting arti- 
cle by Dr. Raymond on the antiseptic occlusion of wounds 
without surgical interference, simply applying a first aid 
dressing. I believe he was one of the first, if not the first, 
man in this country to write on that subject. We have been 
taught to interfere too soon and too actively in gunshot 
wounds of the abdomen. Our war with Spain has demon- — 
strated that if the bullet is of small caliber, No. 32, such as 
we find in small rifles, and it passes in a certain direction 
above the umbilicus, we are justified in delaying rather than 
interfering surgically. I have opened the abdomen a num- 
ber of times for gunshot wounds involving the liver and 
other parts of the body, and it has been a. question with me 
whether it would not have been better to let the patient 
alone. Dr. Link, of Indiana, reported a case some years ago 
in which a child was shot in the abdomen with a 22 caliber 
pistol, and by means of a valve-like agglutination or action 
of the mucous membrane of the intestine no leakage oc- 
curred. The patient got well. I think possibly we have 


been too active in our interference in certain cases. The 


abdomen has been opened at times and under circumstances 
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for senetuatine wounds when it was not necessary. I do not 


wish to be understood as saying that we should not operate | 


in gunshot wounds, but there are times and cases present 
themselves when surgical interference should be prohibited. 

Dr. JOSEPH EASTMAN, of Indianapolis, Ind.: In hearing 
the name of Dr. Raymond mentioned, it recalled to my mind 
that he was one of my students;. I had the pleasure and 
honor of teaching him anatomy. In several private conver- 
sations with the doctor he told me that when he was out in 
the far west among the Indians he picked up one or two 
good surgical points. He observed that when an Indian was 
shot in battle they gathered some kind of weed, chewed it, 
and placed it on the wound, covering it with a rag. A short 
time after Dr. Raymond wrote his article he sent a reprint to 
Esmarch, of Kiel, and received a very nice letter from him. 


In his letter Esmarch stated, “Your President Garfield might : 


have been living now if the physicians had applied the prin- 
ciple of antiseptic occlusion of wounds.” It was one of the 
_ best. principles of surgery we have known for a long time. 
It is often much easier to reach a ball or bullet by cutting 


directly to it than to trace it through its tortuous belies 


tract with a probe. 

Only a few months ago a man was et the ball having 
penetrated the abddmen without apparently doing much 
harm. It had “scooted” around the abdominal muscles. His 


friends decided that I had better open the abdomen. I did 
so, and found the ball had entered here (illustrating), passed | 


across the abdomen, and cut the omentum; there were 


quarts of blood lying loose in the abdominal cavity. The 


man had bled until he was almost pulseless and weakened; 
infection had taken place: 

We must not let these surgical accidents, so to speak, di- 
rect us from the teachings we have had and our experience 
in the past. We all know that a few years ago, when men 
were shot in the abdomen and there were evidences of per- 
foration of some of the hollow viscera, by the escape of fecal 
gases, fluid, or fecal matter, and were not operated upon; 
the recoveries from such gunshot wounds were almost nil. 
A large number of them might have been saved by a timely 
abdominal section and closing the bullet wounds. I doubt 
whether a ball can pass through a man’s liver without caus- 
ing hemorrhage, as stated by one of the speakers. 

Dr. EMORY LANPHEAR, of St. Louis, Mo.: I did not intend | 


to diseuss this subject, but I must ask the members present — 


not be led into “paths of unrighteousness” by the beautiful, 
flowing words of my friend Dr. Summers. The fact that a 
few of these cases recovered where there were penetrating 
gunshot wounds of the abdomen is not, as Dr. Eastman-has 
said, to be taken as a lesson to us to keep out of the belly in 
such cases. The reason for it I will mention in a moment. 
Since J. Marion Sims made his memorable observations on 
the Franco-Prussian war, there have been but few prominent 
surgeons of the world who have taken exception to the de- 
ductions drawn, that every penetrating wound of the abdo- 
men requires an abdominal section. The reason for this rule 
is that the patients die, not so much from hemorrhage, nor 
from intestinal perforation, but from sepsis. The perito- 
neum, as we know, is the greatest absorber of septic material 
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that there is in the human body, and if.in a penetrating 
wound of the abdomen we have infection by the staphylo- 
coccus or streptococcus, death is inevitable, unless the peri- 
toneum is cleansed, and drainage maintained. The great 
source of this septic material is the leakage from the intes- 


tine, and for that reason the abdomen should be opened in 


every gunshot wound of the belly. The point I wish to make © 
is a peculiar one, and one which has not, as I believe, been 
pointed out hitherto in regard to the cases which have recov- 
ered in the Santiago campaign with or without operation. 
It is this: We all know. that a penetrating gunshot wound 
of the belly will invariably cause a wound of the intestines 


which will result in death, under ordinary circumstances, 


because the intestine and the stomach are full of food, or the 


_ products thereof, fecal contents; and are therefore certain 
to be perforated. In the Santiago campaign, fortunately for 


those who were wounded, the soldiers were nearly starved 
and had been without food for many hours, so that the 


stomach and intestines were practically empty, and it is to 
~ that condition that the the soldiers owe their lives, and not 
to any special skill on the part of the abdominal surgeon. 


Ordinarily, in civil practice men are wounded with either a 


full stomach or full intestines, and when we open the abdo- 
- men we will find the mucous membrane has not sufficiently 
occluded the opening made by the missile to prevent extrava- 
sation. If the intestine was empty, occlusion of the opening 


made by the projectile would be sufficient to prevent the ex- 


travasation of fecal contents and the subsequent peritonitis 


and sepsis which cause death. Fortunately, most of the 
soldiers in Santiago were wounded when they had empty 
stomachs and empty intestines. 

Dr. J. R. HoLLowsusnH, of Rock Island, In 1884-7 I 
was connected with the Indian service, and about that time 
Professor Dennis published a series of articles in the Medical 
Record with reference to closing perforations in the intes- 
tine after gunshot injuries. I had not been in the service 
but a few months before a squaw was shot in the abdomen 
by a 42 caliber bullet. I was anxious to operate on this 
case, hoping to save her life. If she lived, she would be un- 
happy because her husband had two or three other wives, 
and she would not have been missed had she died. The 
family objected. They called in a medicine man, who pre-- 
pared some herbs, placed them over the wound, performed a 
little dance, and the woman got well. The bullet was large 
and was fired point-blank into the abdomen. I have no 
doubt, as Dr. Summers said, if this had occurred in Omaha, 
inside of twenty minutes there would have been three or four 
aseptic hands introduced into the woman’s abdomen to find 
the wound and sew it up. I do not cite this case as an ex-_ 
ample for surgeons to emulate in all instances, but this case 
occurred in my practice and I have always wondered about 
the condition of affairs on the inside of that woman’s belly. 
I have often thought that if she had been shot at the present 
time it would not be long before some surgeon would operate 
on her. 

Dr. SCHOOLER (closing the discussion): I am glad Captain 
Hicks is here, because his experience has been more exten- 
sive than mine in dealing with the wounded during our re- 
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cent war. If I understood him correctly, he certainly made 
one mistake, that-where the ball struck the shaft, it produced 
comminution. I was called to see a private who was shot 
three or four inches above the knee-joint. The bullet evi- 
dently passed through the cancellated structure of the con- 
dyles of the femur and passed on the inner side through the 
‘vnovial membrane of the articulation, and when he left the 
hospital the ball could be plainly felt beneath the integu- 
ment. He had perforation of the cancellated structure of. 
the bone. An X-ray picture was taken, but it did not show 
- the location of the bullet very clearly, on account of the 
dampness in the atmosphere. 

Another man, belonging to the Tenth Infantry, ° was, shot 
in the back near the angle of the scapula. The ball passed 
downward and could be felt beneath the skin at the lower 
margin of the stomach on the right side. He was also sub- 
mitted to the X-ray, and it did not work very well, but it. 
was plainly seen that the bullet passed through the upper 
portion of the liver. This is the case referred to in which 
there was a mild form of sepsis. I mustered all wounded. 
and sick on the last day of July, and this man looked as . 
-though ‘he was going to die because inflammation was 
‘Spreading to the lung, but in a few days it began to clear 
up, and in a month afterwards he was able to walk around 


the hospital. Six weeks later, or about the middle of Sep- | 


tember, he left the hospital, the lung having become so con- 
solidated that there was very little air entering it. 

-I am inclined to believe that the lesson to be learned from : 
the wounds of the modern projectile, small arms, is in favor 
of less interference in a surgical way, whether of the abdo- 
men, chest, or extremities. I am inclined to agree with my 
Omaha friend (Dr. Summers) that some surgeons are in too 
much of a hurry to operate, for a large number of these 
wounds are entirely harmless if left alone. The majority of 
wounds we seé in private practice are inflicted by bullets 
_ about the size of the Krag-Jorgensen or Mauser bullet, which 
are not propelled with the same velocity, and as a matter 
of course are frequently found imbedded in the flesh. With 
reference to the wounded at Santiago, there were a number 
of cases in which the bullets were lodged in the body, and a 
few had the bullets taken out. 

While I would not abandon the opening of the abdomen 
for gunshot injuries altogether, I think I would modify my 


experience a little after seeing several wounds of the abdo- — 


men. Some of the wounds were not dangerous to the sol- 
diers as far as hemorrhage was concerned. Dr. Edward 
Munson told me that in his experience on the firing line at 
San Juan, El Caney, and Santiago some of the men, shot 
through the abdomen, never got off the field. His explana- 
tion was that in those cases the bullet simply severed the — 
vessels, and in those cases where the larger vessels were 
wounded the men died on the field. Surgeons did not treat 
them. He considers the Mauser bullet a merciful bullet, in 
that it either dropped a man dead in his tracks or did him 
very little injury. The recovery from wounds from these 
bullets is markedly contrasted with those wounds received by 
‘soldiers in the army during the war of the rebellion. 
Secondary amputations were not necessary. I think he is 
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probably correct regarding the number of primary amputa- 
tions done. I believe we had two amputations at Fortress 
Monroe, one of the thigh, and one of the arm, and we had 
fully one-third of the wounded there during the time, so that 
I think if wounds are not tampered with, infected by dirty 
fingers, dirty dressings or instruments (gunshot wounds. 
particularly are ordinarily cleanly wounds), there is not the 
danger to be feared, as has been heretofore believed to be 
the case. My experience was not great in the late war. 
I think it will prove of value to surgery when the actual con- 
dition of the wounded is sifted, but it remains to be seen how 


the bullets will behave that remain in the bodies of the men.. 


Thus far I have seen no ill effects reported from the bullets — 
remaining in the bodies. The old leaden bullet remained a 


long time, and many men are carrying those bullets in their. 


bodies to-day without any serious complications, while others. | 
have had them taken out since the war of the rebellion. 
Sometimes discomfort and other symptoms are due to other — 
complications, leading the surgeon to search for the bullets 
and remove them. I remember two or three contract sur- 


geons who examined a number of the wounded thoroughly | 


and rushed to the office for a commission to cut right down 
and extract the bullets. I objected to it myself and never_ 
allowed my assistants to remove these bullets, and the men 
left the hospital in good condition. 


EMPYEMA AND ITS TREATMENT. 


By EMORY LANPHEAR, M.D., Pu. D., LL. D., 
ST. LOUIS, MO., 


FORMERLY PROFESSOR OF SURGERY IN THE KANSAS CITY MEDICAL COL- 


LEGE AND PROFESSOR OF THE PRINCIPLES AND PRACTICE OF SUR- 
GERY IN THE ST. LOUIS COLLEGE OF PHYSICIANS AND SURGEONS. 


At the outset I desire to say that I have nothing 
new to present relative to empyema; I intend to give 


simply a synopsis of what is known of the disease,. 
its causes, pathology, and symptoms, supplemented 


by some remarks on treatment based upon my own 
experience. 

For this condition a number of names have been 
suggested, the three most prominent being “empy- 
ema,”’ “nvothorax,” and “suppurative pleuritis.” Re- 
cently, ‘however, the term “pyothorax” has been lim- 
ited to those cases in which the pus, forming outside 
the pleural sac (as in abscess of the liver, caries of 


the vertebree, etc.), breaks into the pleural space; but 


since a purulent pleurisy is at once set up and a paith- 
ological condition is very soon produced differing in 
no way from that originating from other causes, the 
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distinction is an artificial one and should be discour- 
aged. By general consent the name “empyema” has 
become the common one for an accumulation of pus 
in the pleural sac, althou gh formerly it was employed 
to cover pus in any cavity of the body. 


CAUSES. 
sitinpiesnn is always associated with or caused by — 
an infective inflammation of the pleura. The pyo- 
genic micro-organisms may be introduced : 


1. From an infected area iin some contiguous | field; 
2. From the surface of the thorax through a wound: 

_ 3. From within the ‘body through the medium of the 
circulation. 

- First—The disease may be precipitated upon a ‘hith- 
erto healthy pleura by extension of a suppurative in- 
flammation from neighboring organs, cavities, or tis- 
sues, or more often by the bursting of an abscess of 
‘some near region into the pleural space. Extension — 
of an inflammation of the peritoneum to the pleura 
through tthe lymph passages of ‘the diaphragm is not 
a very rare occurrence; and even a pericarditis may 
infect the left pleura. Abscess of the liver not infre- — 
quently ruptures upward, flooding the pleura with 
(pus; or more rarely causes first an adhesive inflam- 
mation, whiich welds parietal anid visceral pleura to- 
- gether, allowing the pus to find exit through a bron- 
chus. Pulmonary abscess may also empty into the 
pleura. In tuberculous abscess of tthe vertebre, when 
a streptococcic: or staphylococcic infection: becomes 
engrafted upon the original disease, the pus quite 
often finds its way into the pleural sac, with resulting 
serious complications unless speedily evacuated. 
Gangrene of the lung nearly always gives rise to em- 
pyema, unless very early recognized and subjected to 
surgical treatment. Cancer of the lung or of the 
esophagus may aliso give rise to this condition after 
the ‘tissues begin to break down. I have seen one 
case in which a perinephritic abscess ruptured into 
the pleura with disastrous results. 

Saprophytes introduced from any neighboring tis- 
sue undergoing decomposition (gangrene, sloughing 
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drainage 1s permissible. 


tumors, or can cers of the mediastinum , etc.) may 


cause it, 


Second—Trau ma is not as common a cause as one 
would naturally infer, although it is prominent in 


producing empyema under certain conditions soon to 


be noted. From a severe blow upon the chest-wall, 
or a crush, rupture of the pleura may occur, with or 
without a visible external wound, and with or without 
tearing the visceral layer; as a result large quanti- 
ties of blood may escape inito the pleural sac (hema- 


_tothorax) and become infected by pyogenic cocci— 


for which reason the surgeon always advocates a 


large opening and thorough evacuation of the injured 


sac whenever fever and other bad symptoms follow 


such injuries. Fortunately, however, a large percent- 
age can be left for absorption to remove the blood, 
. as infection occurs in but a small number of these 


patients. Fracture of ribs occasionally acts as a cause 
by allowing entrance of pus fungi (a) by compound 
fracture or (b) by the end of ‘the fragment penetrating 
the lung and allowing communication with the “out- 


side world” via the bronchi; nearly always, though, 


the inflammation which results is a local, adhesive 
one so that the general pleura does not become in- 
volved and operative interference is not demanded; 
‘but, symptoms of general pleuritis arising, no hesi- 
tancy about opening the chest and establishing free 


The most common source of infection from the gur- 


face is aspiration by careless doctors. A pure sero-. 


fibrinous effusion is only too often converted into an 
empyema by an unclean aspirator. It is especially 
apt to occur in cases of pleuritis unquestionably of 
tuberculous origin, when the weakened pleura is un- 
able to dispose of the mischief-brewing micro-organ- 
isms. Every observer of.much experience will concur 
with the statement of Wilson (Pepper’s System of 
Medicine) that “in cases of tuberculous pleurisy, after 
repeated aspirations of sero-fibrinous fluid, nearly 
transparent or but slightly turbid, the accumulation 
is apt to become purulent on account of the surgical 
procedure conducted without due regard ‘to cleanli-. 

ness.” 
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- Gunshot wounds seldom cause suppurative pleuri- 
tis, so that a simple antiseptic dressing is the only 
‘treatment instituted until urgent symptoms demand 
thoracotomy. 

Stab wounds and other penetrating ones of similar 
character usually demand ‘early operative interference, 
as they are apt if let alone to end in rapidly fatal 
suppurative inflammation of the pleura; hence the 
necessity of immediate operation upon the first 
pearance of inflammatory symptoms. 

Third—The frequency with which empyema follows 
diphth eria, scarlet fever, measles, etc., di seases in. 
which the streptococcus pyogenes plays such an im- 
portant part, leaves little doubt that the suppurative 
process is transmitted through the circulation. It is 
easily demonstrable in the case of puerperal septice- 
mia of streptococcic origin, of which disease empyema 
is such a frequent sequel; further investigation is 
necessary to determine whether or not suppurative 
pleuritis may be set up in puerperal fevers dependent © 
upon the bacillus communis coli or the staphylococ- 
cus pyogenes aureus, etc. That it may arise from 
the bacillus Eberthi (bacillus typhosus) or the bacillus 
communis coli is presumed from this fact: for long it 
- has ‘been noted that empyema is one of the sequels 
of typhoid fever; but here also the streptococcus 1s 
an important fungus and may be the causative agent 
of the pleural infection. The pneumococcus is now 
classed among pus-producing bacteria, and thus may 
be regarded as the cause of the empyema which some- 
times follows eroupous pneumonia, though here once 
more the ubiq uitous streptococcus may be the cause © 
of the pleural complication. The connection between 

measles, la grippe, etc., and empyema is not so easily 
traceable in: the present, state of bacteriological evi- 
dences (though the Pfeiffer ‘bacillus of la grippe is 
now regarded by some as a pus-producing micro-or- 
ganiism), but, as in the other instances, the m ode of 
contamination is ung uestionably the ci nen! ng 
blood. 

It is now generally conceded thast mearly all acute 
pleurisies are due to tuberculosis, though a few are 
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dependent upon other causes. Whatever the source | 
of the effusion a part of the cases of necessity end in 
empyema, though the reason for the transformation 
of a simple, serous fluid into pus is not always ap- 


‘parent; this change is particularly apt to occur, ac- . 


cording to Shattuck (Reference Handbook), in cases 
of hydrothorax dependent upon kidney lesion. __ 
For some reason, as yet unknown, the pleura of the 


young is more susceptible to the micro-organisms 


which produce pus, so empyema is more frequent 


among children than adults. 


The old idea that this disease may be caused by ex: 
posure to col ds has been abandoned. 


BACTERIOLOGY. 


Poe what has been said already it may be con- 
cluded that the bacteria concerned in the production — 
of empyema are: 


1. The 

2. The streptococcus pyogenes ; 
3. Saprogenic organisms; 
4. The staphylococcus pyogenes aureus, albus vel 3 

citreus, etc. ; 

5. Mhie tulbericle bacillus: 

6. Eberth’s bacillus typhosus: ; and 
‘Rarely Friedlaender’s bacilluis us, acil- 


jus coli comm unis, ete. 


8. Possibly also Pfeiffer’ s bacillus (of la grippe). 


In avery large proportion of cases there is a mixed 
infection of bacillus tuberculosis and true pus-orgian- 
isms,—just as in the abscesses of osteal tuberculous 
disease,—but quite often the sero-pus is of pure tu- 
bercular character. Many distinguished authors are 
reaching this conclusion. For example, Osler says 
(Practice of Medicine): “I must confess the more care- 
fully I have studied the question the larger does the 
proportion ‘appear of pleurisies of ‘tuberculous origin.” 
MORBID ANATOMY. | 

The pus may occupy the whole pleural space (espe- 
cially in ‘childhood), or it may ‘be “enlicysted” (really, 
limited adhesions). The latter point must always 
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left unittouched. In cases of long standing the af- 
fected side of the thorax will often be found praicti- 
cally monopolized by pus—the lung being compressed 
into a ball of airless, bloodless tissue in the upper and 
posterior part ‘of ithe cavity, no trace of alveolar struc- 
‘ture remaining. 


The pleura is not great! y th ickened when ithe dis- 
ease is of but short durattion, but if the trouble thas 
existed for a long time ithe parietal layer may be 
found as much as an imch in thickness, tough and — 


leather-like. This thickening is more pronounced in 


the parietal than in the visceral pleura, but the latter — 
is 80 tense as 'to prevent lung expansion except in the 
‘most recent cases. This is one of the chief reasons 


for operating as soon as a diagnosis is made; it may be 


possible, by extensive costal resection, ‘to break u pthe — 
adhesi ons and liberate the Jun g—ussin ga bellows (as 


jn the forced respiration now advocated for opium 
poisoning); but this must not be attempted late, as 
post-mortem experiments have shown ‘that su ch lu ngs 
cannot be inflated. 

It is of interest to note that unless subj jec ted to 
operation the pus eventually erodes the serous sur- 
face more at some particular point than others, so 
that at last the subjacent tissues yield and allow ‘the 
pus to escape by one of the following routes: (1) Into 

a ‘bronchus; (2) into the peritoneum; (3) under the 
: cy giving rise to a tumior called “empyema neces3i- 
tats” by the older writers, and finally to a fistula; 


(4) into the stomach or intestine: (5) even into the 
- pericardium; and (6) into 'the pelvis along the psoas. 


muscle. 

The character of the pus varies. “In some cages it 
is sero-pus, only moderately turbid and containing 
fibrin masses; in others it separates after death into 
a supernatant greenish-yellow, nearly transparent, 
serous fluid, and a thick, yellowish, or greenish puru- 
lent fluid which gravitates to the lowest portion of the 
eavity of the chest; or, again, it consists of a uniform, 
thick, creamy pus. I'ts odor is commonly ma'wkish 

12 


‘be borne in mind in operating, as one pocket of pus - 
might be emptied while one of larger size might be — 
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and unpleasant; occasionally it is foul, especially in 


traumatic cases and neglected pneumothorax; in gan- 


grene of the lung it is always intensely offensive. The 
odor is likely to be horribly stinking in those empye- 
mas which occur in puerperal and other forms of sep- 


cha’ racteris tiie ba cter! ia alread: y des erally 
mixed. | 


Very rarely small amounts of may become eu- 


capsulated, and either remain for long periods as 


multilocular pleurisy or empyema, or undergo cheesy 


metamorphosis” (Traube). Such a result can scarcely 
be anticipated save when the pus is small in quantity 


- and of pure tubercular origin. It is doubtful if true 


pus could thus be isolated and en — 


DIAGNOSIS. 
The literature of the s ymptomatology is so vol umi- 


nous and the clinical history so well understood that - 
shall omit any reference thereto. 


( 


TREATMENT. 
In this day of much knowledge of paltieodaay: it may 


be taken for granted all will admit that when pus is 


present in the pleura cavity it must be let out. While _ 


it is true that the contents of an empyema may oc- 


casionally be absorbed—notably in children, and if. 


of pure tubercular origin—there is too much danger 
of (a)-spontameous internal rupture, (b) death from. 


sepsis, and (c) great deformity to allow the disease to. 


pursue an uninterrupted course. Cure by internal 
medication is out of the question, as was determined 


-as long ago as the days of Hippocrates, who devised | 


means for surgical relief scarcely to be scorned alt the 
close the 19th century. Observation and experience 
have proven that operation affords the only nope of 
recovery. 
The objects of operation are: 
1. To evacuate the pus; 
2. To maintain drainage; 
3. To secure re-expansion of the lung, if possible. 
4. To leave but little deformity. 


_ ticemiia.” (Pepper's American Text-book of Medicine.) 
 Examinattion of the pus by microscope shows the > 
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1. As ro Mernops or Evacuation. Aspiration. 
—This procedure has to be mentioned but to be 
condemned; it is at least but a temporizing measure 


and iis whol ly unreliable. It is true, as Henry Koplik 


Says (Pediatrics, February 15, 1896), patients have re- 


covered under this line of treatment, but the risks are 
out of proportion to the advantages gained. It should 


be employed only in emergency work (as where symp- 
toms are urgent and circumstances such that radical 
measures are impossible); for those cases where one 
can scarcely determine whether the fluid is serum or 


sero- ‘Dus; and as a temporary expedient in double ef- 
fusions. 


(b.) Ineision and Drainage. —My experience has 
taught me that with children simple incision and 
‘drainage may suffice in most instances, the tendency - 


of empyema of childhood being to recover, if given 


half a chance: I know this is not in accordance with 
some late expressions from men of far greater experi- _ 
ence; thus Scharlau (New York Medical Record, Jan-— 
-uary 25, 1896), giving his results in ‘five years’ work, 


reports 200 cases treated exclusively ‘by resection, 
with very low mortality, and claims that in about 50 
per cent. of the cases in children there were large clots 
in addition to the pus, which would have caused seri- 


.-- ous—perhaps fatal—results had he depended upon 
mere incision; but as he was able to remove them 
through the large openings recovery was secured, 


and much more speedily than by simple inicision—- 
some convalescent in ten days and all inside of three 
weeks instead of the usual six weeks of the latter 
treatment. Nevertheless I am inclined to stick to the 
simple incision (unless some special feature demands 


- resection), as the two patients of tender years in 
whom I made resection died, whereas quite a large 
number treated by ‘the other plan have perfectly re- 


covered—thus convincing me of the correctness of the 
statement of Shingleton Smith (Treat’s Annual, 1897, 
page 225): “The mortality from resection in children 
under 3 years ‘is enormious as compared with that of 
those trea'ted by simple incision.” In the child the 


lung readily expands after simple withdrawal of the 
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fluid, whereas in adults this rarely occurs; and 
thereby a cure is effected, for favorable results come 
not from mere withd rawal of fluid nor yet from col- 
lapse of chest-wall, but from expansion of the lung 
and — curvature of the diaphragm. Finally, if © 


done. 

(¢.) Excision of Ribs. —This ‘is the operation of choice 
in adults. It may consist of resection of one or more 
ribs (Koenig’s operation) to secure perfect drainage, 
or of removal of a large section of the chest-wall to 


permit collapse and adhesions (Schede’s or Estlaen- - _ 
der’s operation). Either one perfectly fills our first 


requirement (supra). 

2. To Maintain Drarnacr.—To secure the best 
. drainage I prefer to remove a portion of the sixth and 
when possible the seventh rib between the posterior 
axillary and the mammary lines. I like to make a 
large opening and irrigate, with my fingers or even | 
my hand in the chest, removing clots and liberating 
the jung from recent adhesions of such charaicter as 
to prevent expansion of the lungs; using hot normal- 
salt solution. After this irrigation a large rubber 
drainage tube—two, if the cavity is large—is stitched 
into the opening, the suture being firmly fixed in the 
skin. About ten years ago I lost a drainage tube with 
 gafety-pin and an adhesive plaster—alll dropping into 
the pleural space and necessitating extensive costal 
resection to secure them. Since then I have been care- 
ful to anichor the tubes securely to skin; in Schede’s 
operation drainage iis ‘best secured by packing with 

iodoform gauze. 

Having cleaned out the pleural cavity and estab- 
lished permanent drainage is it best to irrigate daily 
with a solution of bichloride of mercury as advised by 
Dennis? (Park’s System of Surgery.) After careful 
trial of irrigation, and subsequently of simple drain- 
age, I have reached the conclusion that patients ulti- 
mately ‘have better chests without any irrigation ex- 
cept at the time of operation. The facts are the fluid 
crowds the lungs away from the thoracic wall and 
so prevents or hinders the formation of those adhe. 
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sions so essential to the obliteration of the pus cavity; 
the not infrequent absorption of toxic, germicidal 
agents adds to the mortality (one case of iodoform 
absorption in my work came near ending fatally); and — 
the irritation to the patient retards convalescence. 
So I advise against repeaited irri igations. 

While the patient is in bed it is well to connect the 
drainage tube ‘with a large piece of tubing which 


(passes over the edge of the bed and ends in a basin . 
of sublimate solution, as suggested by Fowler (An- 


nals of Surgery, November, 1896)—“‘the patient being 
saved much discomfort from wet and soiled dressings 
and aggravation of septic coniditions avoided.” Wien 
the patient can sit up and walk around ia bottle sus- 
pended at 'the waist may be substituted, as practiced 
first by Buelan of Hamburg. — 
3. To SucuRE Ru-EXPANSION OF LuNG —With chil- 
dren, as already stated, this is not difficult: Nature 
attends to the cure if the pus be withdrawn suffi-— 
ciently early. But with adults it is different. What, 
if anything, can be done to cause the lung to resume 
its proper space—wholly or partially? I well remem 
ber the proposition of Dr. Geo. Halley, professor of 
surgery in the University Medical College of Kansas 
City, made in 1889 at the South Kanisas Medical So- 
ciety; to make a free opening in the chest-wall, intro-— 
duce the hand and break up the adhesions whi ch bind 
_ the lung into its abnormal position, gently curetting 
with the fingers wherever necessary. This plan was 
received with amazement by the timid ones, but has — 
been practised by Halley and others with some suc- 
cess in cases of not too long standing. In old cases 
it is doubtful if much can be done. Curettement of 
the walls of the cavity has been recommended by Beck. 
“A rather large ring-shaped curette with dull edges 
and flexible shank or stem answers the purpose ad- 
mirably, and is a safe instrument in the hands of an 
operator of average skill. By means of it flocculi ad- 
herent ‘here and ‘there to the walls of the cavity may 
be loosened and removed, those sources of sepsis be- 
ing thus eliminated and the cure thereby hastened 
very materially. The instrument may also be em- 
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ployed to scoop out trom the depths of the thoraciic 


am cavity such thick material as will not wash out dur- 


ing iurigation; and to revivify the surfaces of the 
empyema with thick and gristle-like walls.” (Geo. 
R. Fowler, Surgery of Intrathoracic Tuberculosis, 
1896, page 12.) Chief reliance must, however, be 


placed on early recognition and thorough, careful oP 
eration. | 


4, PREVENTION or children, if em- 


_ pyema be diagnosticated early in its course, and per- 


fect evacuation secured, little deformiity iis likely to 
occur. Even spontaneous evacuation may leave but 


little. I recall.a case which I saw in the practice of Dr. 


G. D. Maxson, of Hartford, Kansas, some years ago— 


a girl whose parents would not consent to operation 


the pus evacuated itself externally, the lung expanded — 
promptly and soon all that remained was a smaill fis- 
tulous tract with no chest deformity. On the other 


hand I recollect an Irish woman who was a patient | 


of mine some eighteen years ago; in infancy she had 
spontaneous evacuation of an empyema in the seventh 
interspace; at 45 the fistula still discharged and she 
had the worst deformed chest I ever saw. She sougut | 
relief from the annoying discharge of the fistula, but | 

would not consent to radical measures. It is probalb le. 

that the operation I proposed—resection of the rib, 
scraping the pleura, and allowing the small cavity to 


heal from the bottom—would have effected a cure, 


though I believe this opera'tion has also failed in some 
instances. 

When ‘the abscess cavity (im the adult) has shrunk 
to its smallest without obliteration there remains 
nothing to do but to resort to Schede’s operation: cut 


away a large part of the chest-wall—bone and greatly 


thickened parietal pleura—leaving the skin, fascia of 
pleura and periosteal remnants, and allowing these 


‘to simk in upon ithe visceral | pleura. ‘Schede sew's them 
‘to the pleura—a wile plan in some cases. 


In conclusion I wish to call especial attention to the 
necessity of maintaining strict asepsis during the op- 
eration and also during the after-treatment, as long as 
the fistula remains. It iis true we have in these cases 
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a pusinfection to deal with im many instances, but 
not so frequently as has until lately been supposed—_ 
in a very large proportion of the cases there is noth- 
- ing but a sero-pus of pure tuberculous character. If . 
then in our surgical treatment we engraft upon a 
tuberculous condition a streptococcus or staphylo- 
coccus infection, we may be the cause of a fatal ter- 
mination of a case that in better hands might have 
been saved by strict attention to antiseptic details. 
This is notably true of exploratory puncture and of_ 
aspiration of simple (?) pleuritic effusions. These are 
-regarded ‘by most doctors as so trivial that mearly all 
are ready to thrust a needle inito the chest in every 
suspected accumulation of fluid there, with only the 
slightest attempt at surgical cleanlimess. I believe 
that fully one-half of the cases of empyema I have 
seen could be directly traced to unclean puncture. 
_ Observations of similar character are of late being 
noted by surgeons of every land and speak most elo-— 
quently in favor of more care in exploratory thoracic 
work. 
Occasionally—ra rely—cases are met in which there. 
is double emipyema:—pus in each pleural cavity. 
What is to be done then? Ordinarily it is not consid- 
ered justifiable to open both pleural cavities at the 
same operation, but in a recent article in the British 
Medical Journal (November 26, 1898) Dr. Martin Ran- 
dall reports three cases of bilateral empyema, one of 
which ‘was treated by double pleurotomy, with recov- 
ery; and ‘the contends that in operating, if the patient 
fis not badly shocked after the first pleural cavity has 
been opened and drained, and the lung expands sat- | 
isfactorily, it is quite proper to open the opposite side. 
_ In the one case that has come under my observation 
(a boy of 10 years) there was not sufficient expansion 
of the lung of the side opened to justify any further 
-opera'tive measures. I therefore aspirated the other 
pleura, withdrawing the most of the fluid, waiting 
for a more favorable condition of the patient before 
resorting to radical measures; but in the ten days fol- 
lowing operation the boy never rallied sufficiently to 
permit further surgical ‘treatment, so I am in doubt 
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whether or not I sia have saved him by a mor 
severe and dangerous operaitiion att first. I am of the 
opinion, however, that the proper plan of procedure — 
is to operate upon one side anid aspirate the other, 
waiting a few days until the lung expands and the 
patient rallies, and then attaick the other side. 


DISCUSSION. 


Dr. J. P. Lorp, of Omaha, Neb.: Mr. President—It would 
seem almost useless for me to discuss this very exhaustive 
paper, because my experience has not been very extensive 
In dealing with cases of empyema, but I have had some ex- 
perience which I think may be of practical utility. I want 
to corroborate what the doctor has said with reference to — 
the thickness of the pleura. The other day, in operating 
upon one of these cases, I demonstrated the thickness of the 
pleura in one place to be anywhere from an inch to an inch 
and a half, a dense, fibrous tissue, and this case illustrates 
also the necessity of observing care in using a drainage tube. 
This patient had carried in his chest two pieces of drainage 
tube, each about four inches long, for a period of eight years. | 
This happened in the great state of Nebraska. The wound 
had been suppurating continuously during all that time. 
The cavity was not so large in this case, in which I did an © 
Estlander operation, but the chest had already contracted 
to the extent that there was no further contraction possible. 
The ribs were overlapping each other for a considerable por- 
tion of their extent. I found three ribs actually grown to- 

gether, on account of an osteomyelitic process. I encoun- 
tered great difficulty in getting these ribs out of the chest; 
they were very close together, so that the forceps could not 
be introduced, and an entrance had to be made with rongeur 
forceps to get a start. The ribs were finally lifted up to- 
gether, and were cut off five inches distant from where they 
were first divided. I removed portions of six ribs, but with 
the chest wall in this very contracted condition the collapse 
secured was disappointing, and this leads me to another 
point which I wish to make in regard to the inadequacy of 
all operations in bad cases. I made the same assertion when 
I reported a case several years ago in which I did a very radi- — 
cal Schede operation. This case had existed four years. 
be ribs were removed from the costal cartilages in front, 

pce border of the sternum, because there was no evi- 
of lung upon the right side, except there was consid- 
ie bulging of the mediastinum from the median line. 
It was the most horrible looking cavity I have ever wit- 
nessed. The ribs were divided behind at the tubercles. 
Schede in his operation recommends going only to the second 
rib, but I removed it in this case. This would not admit of | 
sufficient collapse to destroy the cavity. Indeed, in this 
case it would have been necessary to have divided the clavi- 
cle in order to have permitted the shoulder to drop suffi- 


ciently to obliterate it. This man went along for four years _ 


in a bad condition. The young man survived the operation 
nearly five weeks, but finally succumbed to amyloid degen- 
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eration of the kidneys. It is surprising jn some of these ee 
cases what a terrible amount of mutilation can be borne — Peete 
with proper care during the operative procedure. Radical «© eantae 
operations in these cases are sometimes disappointing in pro- ong Ne 
ducing proper colla when we have such complete destruc- 
tion of the lung. did a second operation on the first case | ora “ 
reported, and this was particularly noticeable. I think that SS ae 
case is going to influence me somewhat in favor of the more Met 
radical Schede procedure, in that in some instances, where 
there is apparently not much cavity, but where there has ae 
been already such a complete collapse of the chest, the ‘ 
ribs will no longer permit of collapse; even though you re- 
move a sufficient number, they stand up there in such. a rigid 
way that collapse will not take place and enable you to get ie 
the early result which you should secure. | | oe 
I agree with the doctor that in children expansion of the | 
lung may be hoped for, even in those cases where there is — 
an immense effusion, or large pus cavity. It has been my © eats 
experience to secure comparatively speedy resolution in those oe ae ae 
cases, if proper drainage is established and maintained. en Nt 
W..B. LA Force, of Ottumwa, Ia.: We have certainly 
had the pleasure of listening to an excellent paper on this } he: 
subject, and especially was I pleased with the manner in 
which the essayist dealt with the etiology and pathology of 


. ¢ 


empyema. As regards the treatment of empyema, my ex- ae 
perience has been too limited to be able to make any remarks _- GS 
. upon it, and particularly the treatment that has been out- oS an 
lined. Some reference was made to the question of certain 


processes as being inflammatory or not, and some state- 
ments were made as regards the process of inflammation 
itself. If I understood Dr. Lanphear correctly, he stated ey 
that as a rule the modern idea was that inflammation is al- . —— 
ways the result of infection. To say whether or not a cer-— : i 
tain process is inflammatory depends upon one’s definition “a 
of inflammation, and if we restrict the definition to an in- 
fective process, then possibly fhe process excited referred Ne 
to by the doctor would not be considered in the light of an 
inflammation exactly. Response of tissue in the various : 
changes which it undergoes is from some stimulant or irri- - Meter 
‘tant of some kind, and it need not necessarily be the chemi- 
cal irritants produced by living micro-organisms. They may as 
be chemical irritants of other sources which will produce es 
similar processes if continued long enough. Reference was sb 
made to the subject of certain exudates being sterile, but in , 
certain instances we cannot demonstrate whether there are— 
- infective agents in them or not. For practical purposes, 
when we are unable to demonstrate the presence of the germs, 
: we usually consider them as non-infectious; that they have 
LS either entirely lost their infectious properties, or have lost 
: them to such a degree that they are practically imnocuous as 
far as their effects are concerned, and may be disregarded en- 
tirely. Especially is this the case in some old pelvic abscesses | } 
due to gonococci, and a practical application of the demon- 3 Oe ae 
stration of the sterility of such abscesses, as I have repeatedly © | 
done, is the closing of the abdominal wound without drain- 
age when operation has been performed. So it is of great 
importance that our diagnosis include not only the existence 
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of pus or other results of the inflammatory process, but also 
the nature and condition of the etiological germ. 

Dr. J. E. SUMMERS, JR., of Omaha, Neb.: I regret that I 
did not hear all of Dr. Lanphear’s paper. I have had some 
experience in dealing with the surgical treatment of er- 
pyema which has taught me several lessons. One is that. 
where we have an advanced, neglected case with displace- 
ment of the heart, it is not wise to make an incision, and it 
is not prudent, if you make an incision, to let all the pus out © 
at once. In the advanced cases I regard it as unwise to 
give an anesthetic, which is always essential for resection 
of the rib or ribs. I do not wish to be understood as criti- 
cising the general tone of the paper excepting that one point. — 
In advanced cases in children it is better to insert a. trocar 
and slip a drainage tube in through the canula, remove the 
trocar, put on a copious dressing, and allow the pus to drain 
away gradually. I am fully convinced of this from experi- 
ence, because I have seen calamities follow the other prac- 
tice, and I have seen in the same class of cases most grati- 
fying results follow the practice indicated. For children, © 
and in the early cases, simply the introduction of a drainage 
tube through the canula, after the use of the trocar, suffices, 
and for this you do not have to use an anesthetic. On the 


other hand, take a grown person or one in the advanced stage 


of this condition with the heart displaced, septic and feeble, 
the mutilation required for resection of the ribs is a serious 
procedure, and therefore I advise milder measures, gradual 
drainage, etc., so that the shock of sudden rete obtained is 


avoided. 


Dr. Byron B. Davie of Omaha, Neb.: I have been so for- 
tunate in the last year or so as to have several of my profes- 
sional friends bring me cases of empyema so early in their 
history that the expansion of the lung was very prompt after 
resection of a rib, and the fistula consequently closed quickly. 
This has impressed me so strongly that I-feel as if the 


method so frequently adopted of allowing cases to go on for 


a long period of time before operative interference should be 
looked upon as reckless conservatism. It seems to me, if 


_we could only get to the point that an early diagnosis could 


be made in these cases and-very early treatment resorted to, 
we would do away with the necessity of mutilating opera- 
tions, such as those of Estlander and Schede. Of course, I 
approve of. these operations; I have done the Schede opera- 
tion in one instance with an excellent result, but, at the same 
time, it seems to me that the time is not far distant when > 
such an operation will not be demanded except once in a 
great while. While they are good operations for the condi- 
tions for which they are done, we ought not to allow those 
conditions to arise. 

Dr. LANPHEAR (closing the discussion): In reply to the 
suggestion of Dr. Summers, I would say that I did not men- 
tion in my paper so-called “pulsating empyema,” for the 
reason that I believe all authorities agree that it is unwise to 
operate upon such cases primarily, because experience has 
demonstrated that they all die following a radical operation. 
I thought I had covered that point in saying that there were 
certain cases in which the trocar should be relied upon to 
the exclusion of radical measures when indicated by certain 
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conditions. That is a matter which must be left to the dis- | 


cretion of the surgeon, and the instances mentioned by Dr. 
Davis in which we do not resort to radical operation are such 
~ that I can most certainly agree. J am in accord with every- 

thing Dr. Summers has said in regard to empyema where 
there is displacement of the heart and characteristic pulsa- 
tion, which occurs with wide distention of the thorax from 
pus in the left pleura. 

I do not wish to open the question of the pathology of in- 
flammation at this time, although to me it is a most at- 
tractive subject. However, one cannot mention an acute 


inflammatory process of the pleura or of any other serous — 
or mucuous surface without going more or less into the mod- | 
ern pathology of inflammation. I cannot agree with Dr. La 

Force that the peculiar congestion and other manifestations | 
of so-called inflammation which follow chemical irritation 


are a true inflammatory process. The process becomes in- 
flammatory whenever there is implanted an excess of 
pyogenic bacteria: from the air, from infection by a neigh- 
boring focus, or from infection through the circulation; 


whenever we have such an access of bacteria to the injured 
surface, then we have the characteristic features of inflam- : 


matory processes set up and a true inflammation present. 
If the irritation be not sufficient to produce immediate death 
of the individual; if the local injury, chemical or otherwise, 


can be maintained absolutely and strictly free from pyogenic — 


infection, true inflammatory processes will not result, and 
the patient will recover by an aseptic slough and healing by 
- granulation, however extensive the chemical irritation may 
be, provided there is no infection in one of three ways men- 
tioned, and provided the irritation itself does not produce 
death. So, too, in cases of abdominal surgery, as I intimated 


in my remarks, we have a process of adhesion within two or 


“three hours, and in the pleura within five or six hours, which 
is certainly not inflammatory, which presents none of the 
characteristic features of inflammation, and which (bacterio- 
logically) presents almost absolutely no evidences of inflam- 
mation or of any other process save that of an exudate of 
adhesive lymph and agglutination of the parts. That is not 
an inflammation. The mere process of adhesion is not of 


necessity inflammatory, and I believe Dr. La Force will agree © 


with that. 

When I was a medical student, twenty years ago, I made 
a post-mortem examination for my preceptor upon a case 
which was the most instructive of any I have ever seen. It 
was a case of unrecognized empyema, diagnosticated as 
croupous pneumonia, which, when resolution did not occur 
and when the usual febrile symptoms did not disappear, was 
then called acute miliary tuberculosis. When the dullness 
continued to extend upward and the cough and fever in- 
creased, it was then regarded as a case of chronic tubercu- 


losis. Eventually there was an immense gush of pus into 


the throat which strangled the patient and he expired. At 
the post-mortem I found the lung consolidated in the upper 
portion of the right thorax in a space much smaller than my 
fist; the whole lung was there, and while there was in bulk 
put little pulmonary tissue left, it was healthy. Perforation 
had occurred into the trachea beneath this mass of pul- 
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_monary tissue, and the patient had suffocated from the flood- 


ing of the opposite lung with pus from the huge pus-cavity 
which had formed in the right pleura. To-day this case 
would be recognized by amy practicing physician, and it 
would be immediately subjected to operation, and that pa- 
tient would have been alive to-day if he had been seen by a. 
modern surgeon. This, in connection with practically what 
Dr. Lord has said, taught us the necessity for early operative: 
interference in every case of empyema if we would prevent 
death of the patient. It has also taught me (and I have seen 
some cases equally bad since in the operating room) that 
Estlander’s operation and Schede’s operation do not answer. 
the purpose in such cases. What are we to do in such cases? 
It is an utter surgical impossibility to remove enough of the 


_ chest wall, and leave any portion of the clavicle and of the 


scapula, sufficient to allow agglutination or approximation 
of the two remnants of the-pleura, because that would re- 
quire practically the removal of one-half of the chest. There — 
is a cavity into which one can throw a bucketful of water 
and the lung cannot expand. The chest cannot, as usually 


| operated, be kept open indefinitely. Then what are we to 


do in such cases? The best thing I have found practically 
(and I do not know of any text-book that mentions it) is to 
make two openings, oné immediately above the diaphragm 

in front, and one immediately above the diaphragm behind, — 
simply taking out the rib, leaving a large hole in front and 
a large hole behind, keeping them open as long as the pa- 


tient lives. Fortunately. for the surgeon who attempts this _ 


task, most of the patients die from degeneration of the kid- 


-neys and other complications. There is nothing in the pres- 


ent state of surgery of the chest which will overcome this 
difficulty where we have perfect consolidation of the lung 
about the great bronchus. This is the only thing which can 
be done, so far as I know. | 

In conclusion, I wish to say that we may draw a Sais in 
pleuritic surgery from our experiences in abdominal sur- 
gery. We know that in a case of tubercular peritonitis sim- 
ple incision will frequently cure the patient. How it cures, 
we do not know. If we meet with a case of pleuritic effusion 


_ of undoubted tubereular origin, the lesson is to practice or 


carry out the same principles that we do in abdominal sur- — 


gery, namely, open it at the earliest possible moment, allow 


the bright sunlight of heaven to get in there temporarily, 
as long as is required for the lung to expand, and close it © 
up as we do in a case of tubercular peritonitis. If this treat- 


ment were recognized and practiced early 1 believe empyema ~ 


would be of far less frequent occurrence than it is. Unfor- 


tunately, too many of us would be careless in our methods, 


and engraft upon the tuberculous process infection and the 
patient would be injured rather than cured by the operation. 
Here is a case in which a man, following the teachings of Dr. 
La Force, would be strictly “in it;” he would withdraw (un- 
der most careful antiseptic precautions) some of the fluid,. 
and determine its nature; whether it is pus or tubercular 
serum; if it be the latter the lesson is to withdraw the serum, 
and allow nature to effect a cure just the same as she does. 
in the belly. If exarnination shows it is mixed infection, 
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the surgeon should resort to immediate costal resection in 
the case of adult, and to incision and drainage in che: : 
dren at the earliest possible moment. | 

I believe surgery of the chest is upon the threshold: of as 
_ great an advance as abdominal surgery was fifteen years 
‘ago, and this advance will be in the line of pathology and 
bacteriology; I think the time is coming, and very ee 
when I shall have the pleasure of presenting to this society 
.a treatise on this particular subject, based upon exactly the 
principles enunciated by Dr. La Force in his paper this — 
morning. The time will come in the near future when we | 
will be able to recognize what is the exact pathological and 
_ bacteriological condition within the chest and gauge our sur- 
gical measures completely by what the indications are bac- 
teriologically. If we find tuberculous infection, simple in- 
cision and drainage, with the possibility of closure after 
‘drainage. If it be infection with Friedlander’s bacillus, in- 
fection by the Eberth bacillus, infection by the streptococcus 
or staphylococcus, we will have certain surgical procedures 
for each one of those infections, based on a pathological. and 
- bacteriological foundation, and we will cure a larger pro- 
portion of cases of empyema than we are now able to do py 
the means outlined in my brief marek paper. 


A MODIFICATION IN THE OPERATIVE METHOD 
FOR INVETERATE AND RELAPSED CASES 
OF TALIPES EQUINO-VARUS. 


By A. F. JONAS, M. D., 
OMAHA, NEB., 
"PROFESSOR OF SURGERY, OMAHA MEDICAL COLLEGE; SURGEON TO THE 


METHODIST EPISCOPAL AND DOUGLAS COUNTY HOSPITALS ; CHIEF 
SURGEON OF THE UNION PACIFIC R. R. a 

The management of talipes equino-varus tests the 
‘skill and patience of the surgeon as perhaps no other 
surgical disease. Thus far we have found no rapid 
transit method that will enable us to discharge our 
subjects when the healing process after our radical 
operative procedures is complete. Immediate restora- 
tion is not so difficult, but to maintain the. restored 
structure involves almost. infinite care and watchful- 
ness. 

Passing in review the mutitudinous methods pro- 
‘posed from time to time for the immediate correction 
of a deformity involving principally the medio-tarsal 
joint, one cannot refrain from wondering why the 
rapid transit route has not yet been opened. A criti- 
al analysis of all corrective efforts soon demonstrates 
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that certain fundamental principals all 
methods, whether mechanical or operative. 
We have a deformity that essentially consists at. a. 


deviation inwards and downwards of that portion of 


the foot chiefly anterior to the medio-tarsal joint, 
causing the superincumbent weight to be borne upon 


the outer and often dorsal side of the foot, with a 
shortening of all of the soft structures on the concave 
side of the deformity, consisting of the skin, super- 
ficial and deep fascia, fibres of the internal fasciculus 


of the plantar fascia, the adductor hallucis muscle, 


internal plantar nerve and artery, the tendons of the_ 
tibialis posticus and anticus, internal lateral and ~ 


caleaneo-scaphoid ligament. The soft structures on 


- the outer or convex side of the deformity are elon-— 
gated. The tarsal bones have become modified in ac- 
cordance with their abnormal relations to each other. 
_ The indications to be met consist in elongating the 

shortened soft structure, replace misplaced bones, di- 

vide and exsect on the convex side of the deformity 


such hypertrophied and distorted osseous structures 
as interfere with complete replacement. Whether 
this is-accomplished by force or by subcutaneous or 
open cutting operation, the tendency to recurrence 


_ must always be taken into account; therefore, over- 


correction has become the rule, and yet this over- 
correction ‘has not always been sufficient to prevent 
recurrence. All operative and mechanical methods re- 
quire repeated sittings, extending over a considerable 
period of time, making it irksome to the patient, and 


he often passes from observation before the cure be- 


comes complete. Surgeons sought after a method by 
which correction could be made immediate in old in- 
veterate deformities. Phelps in 1881 made the most 
radical departure, by boldly cutting all the soft struc- 
tures on the concave side of the deformity, forcing the 
foot into a valgus position. He made very little at- 
tempt at that time to secure healing under aseptic 
precautions, but allowed the large gaping wound to 
undergo repair by granulation under Peru balsam 


dressings. The granulating wound, one to two and 


even three inches in length by one to one and one-half 
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— 


inches wide, underwent ultimately considerable con- 


traction, resulting i in more or less relapse and deform- 
ity: 


An advance was inde when 'Schede acquainted us 


with his method of healing under a moist blood clot 
in bone. cavities. The Phelps operation, done under 
strict aseptic precautions, the covering the wound 


with silk protective retaining a blood clot in it, in- 
sured a more rapid reparative process and a less: de- 


gree of reeurrence. In order to still further prevent 
eontraction, Mr. Arbuthnot Lane applied over the 
- wound on the second day after operation a large skin 
graft. T. H. Kellock used “a flap of the whole thick- 
‘ness of the skin. About an inch wide is cut on the 
outer side of the foot by two parallel incisions reach- 
ing from the upper end of the operation wound to the 
sole, and dissected off the underlying structures, the 


skin being brought together underneath it by sutures. 
Five or six days later, the flap appearing to be well - 
nourished, the lower end is divided and, leaving the > 


upper end still attached, is turned across and secured 


_ by one or two horse-hair stitches into the deep wound — 


on the inner side of the foot, which is by this time 
mostly covered with granulation tissue, and the foot 


and leg fixed in plaster of Paris.” Muirhead Little 


carried out the same plan independently. Dr. Wm. 


Gardner, of Melbourne, inserted a wedge of decalcified | 


bone between the astragulus and scaphoid to fill the 
space produced after correction of the varus in Phelps 
operation. 


Various other modifications have been suggested to 


fill the large wound of the soft parts, and the space 
produced. by the separation of the bones in the as- 
tragolo-scaphoid articulation. | 

To-day we wish to point out still another modifica- 
tion which we hope will prove useful in directing us 
along a rapid route for the successful and immediate 
correction of inveterate varus deformities. The vari- 
ous skin-flap operations, both pedunculated and free, 
have always. possessed the drawback, that of the 
liability to necrosis, from inefficient blood supply, and 
yet integument seems the only tissue that can fill the 
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targe-gap in Phelps provelltire. It seems that if an | 

attached flap with broad pedicle can. be produced, 

- that under all circumstances will contain a sufficient — 
blood supply to insure its life, at the same time cover 
the greater part of the wound—more particularly the 
deeper part of the wound produced by the severed 
fascia, tendons, muscle, and ligaments, we shall have 
made an advance in the direction of preventing recur- 
rence eaused by contraction of the soft parts. 

It is now proposed to make a triangular flap, simi- - | 
lar to that used in relieving Dupuytren’s contraction — 
of the fingers, a V-shaped incision as advocated by 
Busch, and by others for cicatricial contractions after 
burns on the flexor sides of extremities. 

An incision is made beginning slightly below the 
margin of the plantar fascia on the inner side of the 
foot, at a point on a line directly below the internal 
‘maleolua, extending forward and upward to a point 
on the first metacarpal bone and nearly to the meta- 
phalangeal articulation. A second incision is made, 
beginning at a point over the astragalo-scaphoid ar- 
ticulation, extending forward and slightly downward,- 
joining the first incision near the metacarpo-phalan- 
geal joint, forming a V. The incisions are made deep 
so as to include the subcutaneous tissue and fat. This 
flap is dissected backward to the points first indi- 
cated. We have now exposed all the shortened soft. 
structures. We first sever diagonally the inner fas- 
ciculus of the plantar fascia. ‘The diagonal division of 
the plantar fascia is done, so that after correction 
there shall not be left a defect between the divided 
ends, but that the points of the incised fascia still 
come in contact, and thereby lessen the tendency to 
contraction of this structure when repair is complete. 
The remaining structures are now divided succes- 
sively’ as directed by Phelps, until the astragalo- 
scaphoid capsule is reached. Instead of dividing this, 
we make another incision on the outer side of the 
foot over the head of the astragalus, pushing aside ~ 
the tendons and soft structures and exposing the neck — 
of that bone, and cutting through the neck with a 
chisel. We now can push the forward part of the 
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foot outward without separating the astragalo- 
scaphoid articulation which nearly always occurs in 


the typical Phelps operation. Occasionally, however, 


in old inveterate cases it becomes necessary to remove 


the head of the astragalus.. The foot is over-corrected, 
the varus has been turned into a valgus. The equinus 
position can now be relieved by subcutaneous division 


of the tendo-achillis. If there is bleeding from the 
wound on the inner side of the foot it can be 
- controlled by catgut ligature. The triangular flap — 
- is then turned back; it covers the wound except at 
its anterior point. No sutures are employed. <A per- 
forated silk protective covers this wound. The outer 


wound is closed with catgut. An antiseptic dressing 


‘is applied and over this a retentive dressing of plaster | 
of Paris, beginning at the toes extending above the 
knee, including one-third of the length of the thigh. 
This cast is undisturbed for five or six weeks. On its 
removal the wounds have completely healed. - | 


It is nearly four years since we employed che: tet 


cangular flap method and has been done in about 


twenty-five cases, in several instances on both feet 


at one sitting. The method has been employed only | 
in old inveterate and relapsing cases. Experience has 
shown that the vast majority of club feet can be cor- 


rected by manipulation, brisement force; and subcu- 


taneous tenotomy. In several old cases of paralytic 
deformity various modifications of this operation, to- 
gether with tendon anastomasis and tendon elonga- - 


tion, have been done. Altogether the method has 


been more satisfactory, in suitable cases, than others © 
heretofore employed. With this method, like all 
others, an observation of the case for several years 


must be insisted on. A partial recurrence will take 
place in a certain number of cases unless retentive 


apparatus, suitable to each case, is employed. 


The advantages of the triangular flap are: 
_First—The flap is not likely to slough, on account of 


its broad attachment. 


Second—The flap is thick, and it more completely 


fills up the large gaping wound than any other flap. — 
Third—The defect left underneath the flap fills with — 
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taree gap in Phelps procedure. It seems that if an 


attached flap with a broad pedicle can be produced, 
that under all circumstances will contain a sufficient 


blood supply to insure its life, at the same time cover 
the greater part of the wounhd—more particularly the 
deeper part of the wound produced by the severed 
fascia, tendons, muscle, and ligaments, we shall have — 
made an advance in the direction of preventing recur- 
rence eaused by contraction of the soft parts. 


It is now proposed to make a triangular flap, simi- - AS 
lar to that used in relieving Dupuytren’s contraction 


of the fingers, a V-shaped incision as advocated by 
Busch, and by others for cicatricial contractions after 
burns on the flexor sides of extremities. | 

An incision is made beginning slightly below the 
margin of the plantar fascia on the inner side of the 
foot, at a point on a line directly below the internal 


- maleolus, extending forward and upward to a point 
on the first metacarpal bone and nearly to the meta- 
phalangeal articulation. A second incision is made, 
beginning at a point over the astragalo-scaphoid ar. 
ticulation, extending forward and slightly downward,- 
joining the first incision near the metacarpo- phalan- 


geal joint, forming a V. The incisions are made deep 
so as to include the subcutaneous tissue and fat. This © 
flap is dissected backward to the points first indi- 
cated. We have now exposed all the shortened soft. 
structures. We first sever diagonally the inner fas- 
ciculus of the plantar fascia. The diagonal division of 
the plantar fascia is done, so that after correction 


there shall not be left a defect between the divided 


ends, but that the points of the incised fascia still 
come in contact, and thereby lessen the tendency to 
contraction of this structure when repair is complete. 
The remaining structures are now divided succes- 
Sively*as directed by Phelps, until the astragalo- 
scaphoid capsule is reached. Instead of dividing this, 
we make another incision on the outer side of the 


foot over the head of the astragalus, pushing aside ~ 


the tendons and soft structures and exposing the neck 
of that bone, and cutting through the neck with a 
chisel. We now can push the forward part of the 
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foot outward without separating the astragalo- 
seaphoid articulation which nearly always occurs in 


the typical Phelps operation. Occasionally, however, 


in old inveterate cases it becomes necessary to remove 


the head of the astragalus.. The foot is over-corrected, 
the varus has been turned into a valgus. The equinus 
position can now be relieved by subcutaneous division 


is then turned back; it covers the wound except at 


its anterior point. No sutures are employed. A per- 
-forated silk protective covers this wound. The outer 


wound is closed with catgut. An antiseptic dressing 


‘is applied and over this a retentive dressing of plaster 
of Paris, beginning at the toes extending above the _ 


knee, inelading: one-third of the length of the thigh. 
This cast is undisturbed for five or six weeks. On its 


removal the wounds have completely healed. 


It is nearly four years since we employed he tek 


angular flap method and has been done in about 


twenty-five cases, in several instances on both feet 
at one sitting. The method has been employed only 
in old inveterate and relapsing cases. Experience has 


shown that the vast majority of club feet can be cor- 


rected by manipulation, brisement force; and subcu- 


taneous tenotomy. In several old cases of paralytic 


deformity various modifications of. this operation, to- 


gether with tendon anastomasis and tendon elonga- . 
tion, have been done. 


been more satisfactory, in suitable cases, than others - 


Altogether the method has 


heretofore employed. ‘With this method, like all 
others, an observation of the case for several years 
must be insisted on. A partial recurrence will take 
place in a certain number of cases unless retentive 


apparatus, suitable to each case, is employed. 


The advantages of the triangular flap are: | 
_First—tThe flap is not likely to slough, on account of 


ite broad attachment. 


Second—tThe flap is thick, and it more completely 


‘fills up the large gaping wound than any other flap. - 
Third—The defect left underneath the flap fills with | 
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If there is bleeding from the 
wound on the inner side of the foot it can be 


controlled by catgut ligature. The triangular flap 
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a blood clot, facilitating connective tissue formation 
by gradual displacement of the blood elements; the 
healing process being identical with the blood clot as 

first produced in bone cavities by Schede, and which 
he called organization of the thrombus. _ 

-Fourth—We have no broad and deep eranulating 
‘surface, causing, when epidermization is complete, 
abrupt and shelving sides. | 
The advantages of dividing the plantar fascia ‘i 
agonally from before backwards are: | 


First—No dead.space is left between the ends of the 
several fascia. 


Second—The points of the divided fascia still touch ate 


and can be sutured if deemed advisable. 

The division of the neck of the astragalus obviates. 
the necessity of opening the astragalo-scaphoid joint 
and prevents the separation of these joint surfaces, 


which always again become coaptated, contributing 
that much toward relapse. 


GASTRO- ENTEROSTOMY—INDICATIONS AND 
REPORT OF CASES. 


By BYRON B. DAVIS, M. D., 
OMAHA, NEB., 


| PROFESSOR OF CLINICAL SURGERY, OMAHA MEDICAL COL LEGE; SURGEON 
TO IMMANUEI. HOSPITAL, ETC. 


One cannot avoid the feeling that because of the — 
high mortality during its early (history, surgery of the. 
stomach is still, to a great extent, under the ban of. 
tthe general medical profession. Amost all new oper- . 
ations, unfortunately, before the technique has been 
perfected and the indications fully appreciated, are 
subject to a high mortality.. If ovariotomy and hys- 
terectomy were as much feared now as during the first 
decade these operations were done, the field of the pel- 
vic surgeon would be limited to cases of dire necessity. 
But improvement of technique, the genesis of asepsis,, 
hais begotten a confidence on the part of the profession 
and public which makes it easy to bring the patient 
to the opera'tiing table before his vitality has been ex- 
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‘hus reducing the mortality to ‘a surprisingly 


low per cent. 
In gastric surgery this condition does not obtain. 
Although the technique ‘thas been greatly improved 


and ‘the miortality correspondingly reduced, we are 


still subjected to the disadvantage of having to deal 
with patients brought to the lowest state of inanition 
with a good liberal quality of auto-intoxication added. 


‘The reasons for. this are twofold, both susceptible of 


‘improvement: First, the widespread prejudice against | 


guch operations, due ito the early high mortality; sec- 
~ ond, the difficulty of making a positive diagnosis until 


the golden moment ‘has passed. Mikulicz found that 
two-thirds of ‘his deaths were due to the advanced 
state of the disease rather than ito the operaition. He 


gays: “The larger part of the deaths were due to the 


fact. that the patients ‘had progressed so far in the | 
course of their disease thait they were too weak when 

brought for surgical treatment for such treatment to 
be of much avail.” 


To confine our remarks to the sub di scus. 


gion, the mortality of gastro-enterostomy is no longer 


prohibitory. Woelfler did the first operation in 1881. 
According ‘to the statisties of Halberkant anid Chlum- 


skij, of 550 operations for gastro-intestinal analsto- 


mosis 35 were done in the years 1881-1885, with a mor- 


tality of 65.7 per cent.; 114 were done in the years | 


1886-1890, with a mortality of 46.47 per cent.; while 
401 were done in the years 1891-1896, with a mortal. 
ity of 33.91 per cent., the mortallitty having been re- 
duced one-half. And a ow Carle and Fantino come for- 
ward ‘with a list of 26 cases of gastro-enterostomy for 


benign stenosis with only one death, the last 23 cases 
having been without mortality. Doyen reports a se- 


ries of 18 cases with no death. Cordier reports five 
cases without a death. My ithree cases have been 
without mortality. 

The one general indication for ‘this opera tion is 


stagnation of food in the stomach, not relievable by 


medical means, and in which pytorectomy or pyloro- 
plasty is not indicated or not advisable. More spe- 
cifically there are three well-recognized indications: 
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(1.) Malignant of the pylorus; @) benign 


nosis; (3) gastric ulcer. 


MALIGNANT STENOSIS OF PYLORUS. 
In spite of ‘the discouraging statistics the ideal oper- 


ation for this condition is resection of ithe pylorus. 


Every advance made facilitating earlier diagnosis 
ought to improve the prognosis. I ‘believe that the 


chemistry of the stomach tis too little regarded as a 


diagnostic aid. Because Boas’ claim that “the absence 


of free HCl is is an absolute indication of gastric car- 


cinoma” thas not been fully substantiated is no reason 


abandoning the test. In a systematic study of 104 


cases of ica 
Carle 
while fim the remaining 19 cases there was a small 
amount of HCl, but never up to the normal. It is 
claimed ‘by these observers that the gastric contents 


of the stomach in the Turin clinic by 


contain free HCl in less than 5 per cent. of the cases of - 
_ cancer of the stomach and that an excess of free HO] 


will practically rule ou't cancer. 


Among 84 cases of gastric cancer in which Cure and 


Fantino made use of Uffelman’s test for lactic acid 
78, or 93 per cent., showed its presenice, while im six, 
or 7 per cent., none was detected. From the above, 
which corresponds with the observations made by 
Doyen, Hemmeter, Leube, and Boas, it seems rational 
to regard thie absence of lactic acid asa very strong in- 
dication of gastric cancer; and if associated with other 


important signs of the disease. —as (1) stagnation of 
food, (2) vomiting, (3) palim, (4) lessening of motility, 
and (5) a comparatively short /history,—the proof is 
conclusive. Hemorrhage with anachlorhydria is al. 


most pathognomonic of cancer. 

When the time comes that early diagnosis is the 
rule, pylorectomy ought ‘to result in a large number of 
cures, and patients affected with gastric carcinoma 
ought not to be allowed to die unoperated any more 
than are ‘cases of malignant ‘disease of the breast or 
uterus at the present time. Extension of the disease 
is relatively late. According to Bull, in more than 
half the cases of cancer of the pylorus mechanical 


lanitinio, 85 showed total absence of HC], 
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obstruction causes. death before glandular infection 
or involvement of neighboring organs ‘has occurred. 


It is Claimed ‘by Hartley that more than one-third of 
all camcers affect the stomach, and as by far the larger » 
_ number are located at the pylorus, the question of 
radical operation is of great importance. 

‘The German surgeons, to whom great credit is due 
for the advances in stomaich surgery, are coming more 


and more to favor radical operation. As the result of 


a study of 103 of his own cases of gastric surgery, 
Mikulicz draws this hopeful picture: “Before every-. 
_thing, it is to be hoped that by a perfection of diagnos- 
. ‘tiie means on the part of the general practitioner car- 

cinoma (gastric) will -be brought to the operating table . 


fin an earlier stage of its development ithan has here- 


tofiore been the case. Then may we hope for such rad- 
_ ical cures as we are able to secure in carcinoma of the 
‘ preast and uterus.” At the 1898 meeting of the Con- 


- gress of German Surgeons the discussion showed a 


much more hopeful view of resection of the pylorus. 
Of 60 cases of pylorectomy reported at this meeting — 
‘by Hahn, Gussenbauer, and Von Hacker there were 
only 15 deaths, or 25 per cent. mortality. Most sur- 
geons now practice the Kocher operation. The modi- 
fied Kocher operation, as so beautifully described by 
Mayo, seems to leave little ne be desired in the way of 
technique. Mayo has operated upon three cases by 
this method and all made good operative recoveries. | 

I believe that every operation for cancer of the 
pylorus should be undertaken with the idea of resect- 
ing the pylorus if it is found practicable. Pylorec- 
tomy is the operation of choice, unless (1) too much of 
the stomach wall is limvolved, (2) extension to other 


orgams is found, (3) dense adhesions are present, or 


(4) there is extensive glandular involvement. It is well 


here to remark that enlarged glands do not necessarily 


mean carcinomatous glands, even though the disease — 
of the pylorus is carcinoma. They may be enlarged 
from inflammation. When any or all of these contra- 
indications are present tthe radical operation must be 
abandoned, and gastro-enterostomy should be done. 
This palliative operation is not simply abandoning 
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the patient ‘to his fate, but is usually followed by an - 
entire cessation of the deplorable symptoms for which 
relief is sought, the patient gaining weight, appetite, 
hope, and often the feeling of well being is so great 
that ‘he considers himself cured. As Hemmeter puts 
it: “The good effects of gastro-enterostomy (for can- ~ 
cer) consists not only in the entrance made for the | 
 ffood into the intestine, whereby better digestion be- 
comes ‘possible, but also in ‘an improvement in the in-— 
flammatory process around the neoplasm, which fis no 
longer kept in constant irritation by stagnating fer- 
menting masses of food in continual contact with it.” — 
In other words, in addition to tthe months of added — 
comfort, gastro-enterostomy not only prevents starva- 
tion or death from autointoxication, but very dis- 
tinctly and certainly retards the progress of the dis- — 


ease. In the one case (I) in which I performed this 


operation for malignant disease life was for 
between six and seven months. 
‘There iis one other indication for gastro-entterostomy 
in eamcer of the stomach. It is when the disease is 
not situated at the pylorus and no mechanical obstruc- 
tion exists. In all these cases the motility of the stom- 
ach is so diminished that stagnation and fermenta- — 
tion of food occur simply because tthe stomach is not 
able to empty itself anid all the evils of irritation and 
inflammation in and around the cancer obtain as when 
the neoplasm is at the pylorus. In such cases a gas- 
_ tro-enterostomy made at the most dependent portion — 
of the stomach is followed by the same amelioration 
of the distressing as in pyloric disease. 


BENIGN STENOSIS. 


. In stagnation of food in the stomach from other 

than malignant disease the following are the condi- 
tions most frequently present: (1) Cicatricial stenosis 
of ithe pylorus from a healed ulcer; (2) valvular ob- 
struction, ‘due to (a) peripyloritis with adhesions to 
neivhboring viscera, (b) a shortened gastro-hepatic 
omentum, (c) gastroptosis; (3) lessening of gastric mo- 
tility from adhesions or atony; (4) pressure from with- 
out; and (5) muscular hypertrophy of the BE 
sphine ter. 
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The ‘oecurrence of cilcatriiciall stenosis | 
is so well recognized as a cause of trouble that it needs 
‘no ‘special consideration at this time. — 
 (2.) Valvular obstruction causes stagnation as surely 
_ as the better recognized cicatricial Stenosis. In two 

of the five cases reported by Mayo the obstruction 
Seems to have been due to adhesions forming a valve, 
and Mayo particularly emphasizes the effect of a short a 
 gastro-hepatic omentum as well as —- s in the 
production of pyloric obstruction. 
_ (3.) When the stomaich is adherent to the anterior 

abdominal ‘wall or to neighboring viscera, not only is — 
- pain present, but often peristalsis is so imterfered — 
with that the normal emptying of the. gastric contents 
is impossible. Gastric atony is also a fruitful cause 

of stagnation of food. “Carle and Fantino report three — 
eases of operation in which the sole cause of the stag: 


nation was gastric altony. 


(4.) Pressure of new growths upon the pylorus or. 
the duodenum also prevent free emptying of the stom- - 
ach. Sometimes gall-stones in the common or hepatic 
duct produce so much inflammation with resulting ad- 
hesions that obstruction in the duodenum is the result. 
Tuffier and Machias report two such cases anid cite sev- 
eral others, and recommend that when possible to re- 
move the obstruction by direct means to do so, other- 
wise to perform a gastro-enterostomy. 

(5.) Many cases of severe stagnation of food in the 
stomach ‘have been operated upon and examined post 
mortem in which no scar tissue was found at the — 
pylorus, and no signs existed of previous ulcer. The 
term “gastric atony” fails to explain these cases, for 
the muscular structure of the stomach ‘wall is usually 
good. Sometimes extreme hypertrophy of the pyloric 
sphincter has been found, so great as to cause as 
imarked obstruction as is found in any case of cicatri- 
cial stenosis. Robin ‘has succeeded at the time of a 
painful gastric crisis in feeling by deep palpation 
the spasm of the constricted pylorus, and when it 
relaxed the pain ceased ame the stomach was soon 
found to be empty. 

The study of this subject has gained impetus from 
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the painetaking work of Carle and Fasitino, of Turin. : 
‘They operated iby or gastro-enterostomy 
upon nine cases of spasm of the pylorus, curing every — 
one. 
(he more recent physiological researches indicate 
that the digestive functions of the stomach ‘have been 
much overrated. The continuance of the life of Schlai- 
ter’s patient is only an wih ls of the modern 


teachings of physiology. The stomach may be re- - 


garded as ‘a reservoir for the more cseek preparation — 
of the food for digestion, which mainly itakes place af- 
ter the food reaches the intestine. ‘Nhe sooner the pro- 
- fession comes to regard the stomach chiefly from the — 
standpoint of mechanics the better will it be. Al-— 
(though it is conceded that the pendulum may be > 
‘swinging too far in this direction, many of the time- 
honored notions about must be 
abandoned. 

In general, it may be said that two ciltaeiiive fac- 
tors are to blame for most gastric disturbances: (1) 
Mechanical obstruction at the pylorus, preventing free 
entrance into the intestine; and (2) lessening of the — 
motility by adhesions or atony whereby there is not 
sufficient power to force the food onward and empty 
the stomach. These two conditions may be united 
under the single ‘idea expressed ‘by the one word “stag- 
nation.” When stagnation begins symptoms of gas- 
tric disturbance begin. When stagnation ends the 
symptoms disappear, Or, as Doyen states it: “The 
one phenomenon which dominates the pathology of 
the stomach is evacuation of its contents.” Doyen 
also makes the assertion: “The pylorus is the enemy: 
its untimely irritability is the cause of the most di- 
verse gastric disturbances and of the stubbornness of 
the anatomical lesions which accompany them.” ‘The 
experiences of Novaro, Carle, and Doyen show that 
suppression of the pyloric sphincter makes an end to 
the severest forms of dyspepsia. 

Nhe abuses to which modern civilization has sub- 
jected the stomach seem to be the first cause of the 
greater number of its diseases. The eating of heavy, 
spiced and irritating foods, taken too hot or too cold, 
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ingu fficient maptication, the of bey- 

- erages taken on an empty stomach in too concentrated 

aform, tend to keep up a constant irritation of the mu- 
cous lining of the stomach. The presence of these 
noxious substances causes reflex closing of the pylorus 
kept up for a longer time than normally. Eating at too 


frequent intervals accentuates this, and the pylorus is %s 


kept most of the time in a state of hypercontractility. 
The stagnating food, by its continued presence, keeps 
up stimulation of the gastric secretion and hyperchlor- 
‘hydria results as an added irritation of the already ~ 

hyperirritable pylorus. Finally, if the dietetic abuses 
continue, a vicious circle is established, the food stag-. 
- mates, there iis an excess of HCl, the pylorus closes 
with tetanic rigidity, fissures and sometimes large ul- 
cers form, provoking an increase of the spasm. In the 


course of ‘time the hypertrophy of the pylorus 


permanent obstruction. 
It is.commonly supposed that hyperch lorh ydria. is 
the underlying cause of spasm of the pylorus, but 
Sangoni and Maragliano claim that in most cases ithe 
‘hyperchlorhydria is only the result of the stagnattion | 
of the food. The theory that an exicess of HCl is not 
the cause of spasm and of dyspepsia, but the effect of 
stagnation, gains weight from the fact that in practi- 
cally all cases, as soon as ready emptying of the stom- 
ach is secured, hyperchlorhydria ceases. 
Much has been written of Reichmann’s disease, or 

the so-called primary hyperchlorhydria, but Carle and 
Fantino are of the opinion that many supposed to be 
suffering with this disease have a fibrous.or spasmodic — 
stenosis of the pylorus upon which stagnation of the 
‘food and hhyperchlorhydria are dependent. They cite 
two striking instances of patients who ‘had been 
treated for Reichmann’s disease by several emineut 
internists, and lectured on as typical examples. Uipon 
operation real pyloric obstruction was found and they 
were completely cured. 

In all cases coming under the general head of rs 
nation of food resisting all treatment by medical anid 
dietetic means the question of operation should be 
considered. As long ago as 1894 Carle laid down the 
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following indications for In cases. of 

chronic gastric catarrh medical treat: 
ment, one is justified, thank 
making an exploratory operation. 


(2.) “If anything 


exists interfering with the easy emptying of the stom- 
ach, the operation indicated should be done.” (8.) “The 


most important purpose for the surgeon to have in 
mind is the easy outflow of the stomach contents into 


the intestine.” 


Granted now that bilan obstruction in one of the 


forms enumerated exists, and that it is stubborn to 
all medical treatment, the two. operations to be 
_ thought of are pyloroplasty and gastro-enterostomy. — 


It was natural primarily for surgeons to look with 


greater favor upon pyloroplasty, since it practically 
restored the normal anatomical conditions. Gastro- 


enterostomy was a long time considered as an opera- 


tion never ito be thought of except when pyloroplasty — 


could not be done. For a time pylorectomy was prac- 
ticed for benign stenosis in preference to gastro-en- 


terostomy. As experience ‘has increased gastro-enter- — 


ostomy has been growing in favor and its indications 
have been extended, though most operators seem yet. 
to prefer pyloroplasty where it meets the require- 
ments. Some, however, have come to prefer gastro- 


enterostomy. Czerny has. abandoned pyloroplasty 


since 1896, and Keen says: “In view of the greater 


ease and certainty of ithe escape of the gastric contents — 
- through the openinig of a gastro-enterostomy, or the 
‘restoration of the normal functions of the stomach, it 
would seem that it should be tthe operation of choice, 


especially as the mortality of the two operations is 


now in such cases very nearly alike.’ Whether this. 


position is maintained or not, there will always be a 
large number of cases in which pyloroplasty is inap- 
plicable and gastro-enterostomy is the only operation 


which will fully meet the exigencies. When ‘the 


amount of cicatricial tissue about the pylorus is ex- 
tensive, when dense adhesions are present as the re- 
sult of peripyloritis, when an ulcer at the pylorus is 
still active, when a valve is present due to a short 
eastro-hepatic omentum or to gastroptosis, and when 


sto the relative safety, in — 
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the obstruction is an imeperable neoplasm pressing 
from without, -gastro-enterostomy 18 opera. 


tion to be 


Carle and Fantino found that in the three cases of — 
gastric atony for which they performed pyloroplasty 


relief did not follow. One of them was laiter fully re- 

lieved by gastro-enterostomy. 

In choosinig between pyloroplasty and gastro ‘ine’. 

ostomy it is well to have clearly in mind the conditions 
_ following the two operations respectively. Arter gas- 

tro-enterostomy for benign obstruction Carle and Fan- 

tino found: (1.) Regurgitation of bile, occasionally 


_ fatal, butt usually only for a short time, often occurs. 


2.) The motor functions are rapidly restored to nor- 
mal; (38.) The new opening forms a true sphincter with 
the normal functions of a pylorus. (4.) The capacity 
of the stomach soon approaches the normal. (5.) A 


-gtop is immediately put to the hyperchlorhydria. 
ter pyloroplasty on the other hand there is: (1.) No 


regurgitation of bile. (2.) The emptying of the stom- 
cach is not so ready and consequently the return to the 
normal capacity slower and less complete. (3.) When 


‘there is a true muscle atrophy, pyloroplasty is of little 


avail. Thus it is seen that gastro-enterostomy seems 
to have many advantages over pyloroplasty, and in 


only one particular is the advantage in favor of the 
latter, i. e., regurgitation of bile. In this particular 


there 1s mach to be desired, and in none of the sug- 
gested methods of prevention are the desired results 


obtained without so adding to the gravity of the op- 


‘eration as to increase materially the eens 


GASTRIC ULCER. 


There bs sul one other condition calling for gastro- 
enterostomy. When an active ulcer is present, ob- 


stinate to all medical treatment, it has been found that 


as soon as the free outflow of food from the stomach 


is secured, the ulcer rapidly cicatrizes. This merely 
‘bears out the general idea that the pathology of the 


stomach iis summed up in the single word “stagna- 


tion.” A recent article by Berg attempts to prove that - 


the sole cause of gastric ulcer is obstruction. Whether 
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this be fully consaieel! im or ‘abt: ‘there can be no doubt | 
that after the ulcer ihas once formed stagnation ‘pre- 
vents iit from healing. In ulcer of the stomach the. _ 
conditions for which gastro-enterostomy is indicated 
are repeated severe hemorrhages or frequently recur- 29, 
ring small hemorrhages; long continued presence of 
the ulcer, with severe pain and invalidism resisting all — 
forms of medical treatment. But before operating in 
_ these cases, if the slightest suspicion exists of the ul- 
cer ‘being due to syphilis, the operation should not be — 
undertaken until antisyphilitic treatment has been 
ae thoroughly tried. I have been impressed by a recent 
-@xpemence: that syphilitic ulcer of the stomach is of 
more frequent occurrence than generally supposed. 
_ In operation, unless the ulcer is located in an acces- 
sible position on the anlterior gastric wall, gastro-en-— 
terostomy is the only operation to be thou ght of. Even | 
in the event of its being easy to excise the ulcer, it is 
always questionable whether this is ithe best opera- 
tion, for other ulcers may exist on the posterior wall. ee 
Furthermore, the continued existence of the ulcer be~ 
ing due to spasm of the pylorus, healing may not read- 
| ily occur, unless ready emptying of the gastric con- 
tents is secured. Since pyloroplasty does not as 
completely bring about a free passage of the food 
mass into the intestine as gastro-enterostomy, I am 
convinced that the latter is the operation to be Lge 
ferred. 
Whe two typical are Woelfler’s, or the an- 
terior, and Von Haicker’s, or posterior gastro-enter- ; 
= ostomy. In alll my cases a modified Woelfler’s method =. 
- . ‘has been employed, using three tiers of continuous © 
guture, a serous suture of fine silk, a sero-muscular 
also of fine silk, and a mucous of fine catgut. In no 


‘have I had any anxiety about leakage or about 
a aa the retention of a metal button, anid in no ‘case hhas the 


regurgitation of bile been sufficient to cause trouble. 
Although all the patients ‘were suffering greatly from 


inanition, in no case has the operation been suffi- 

a ciently prolonged to cause serious shock. For those 

a who use the Murphy button the Von Hacker, or pos- 

a terior, operation would seem to be the operation of 
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- choice, though ithe claim that after this method the 
-*utton will not drop ‘back into the stomach thas been 


disproven many ‘times. It has been found necessary 
to remove the Murphy ‘button which had dropped back 
into the stomach after the posterior operation, and 


there are records of many cases of ‘its retention. I can 
see no reason why the continued presence of a mass— 


off metal in the stomach can have other than a harmful 
effect. Though free to acknowledge the great value of 


anastomosis, in gastro-enterostomy I prefer the direct 
Suture without mechanical aids. 


I.—Malignant Disease of the Pylorus; ; ‘Gastro- 


-Enterostomy.—J. B. N., male, aged 23 years; single; 
adimitted into Dr. W. Milroy’s service in Immanuel 
Hospital December 20, 1896, with the following lhis- 


tory: For two years had had a great deal of gastric 
pain, especially after eating, and during the previous, 


six months had Jost thirty pounds in weight. Three 


weeks later Dr. Milroy asked me to see him. The pa- 
tient was greatly emaciated, vomited frequently, 
but vomitus contained no blood; gastrectasia not very — 


es Sas marked. Free HCl was present, but in less than nor- 


mal quantity. No tumor could be felt, but from the 


severity of the pain, which continued from the time 


the took food into his stomach until he vomited, we 
‘made the provisional diagnosis of adhesions to the 
abdominal wall, cancer not being considered because 
of ‘age and absence of hemorrhage. 

Operation, January 18, 1897. Dr. Liliedahl gave | 
-ether, and Drs. Milroy and Detweiler assisted. A me- 


dian incision from ensiform cartilage to umbilicus re- 
vealed no adhesions to the anterior abdominal wall, 


‘but ‘we were surprised to find a ‘hard tumor involving 


_a large portion of the posterior stomach wall anid en- 


croaching upon the pylorus. A loop of jejunum was 
‘brought up and anterior gastro-enterostomy was done - 
according to the method I have indicated. Very little 
shock and patient improved rapidly, soon taking food 
jin small quantities without pain or vomilting, though 
‘he vomited two or three times within the first few 
days after operation. He left the hospital February 


_~ -the device in many cases of intestinal and gall-bladder — 
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alll track of him until] several months Jater, when 
learned that he died the latter part of July of the same — 


year. As no post-mortem was obtained, the exact na- 
ture of the growth will never be known, though car- 
cinoma is most probable. 


II.—Cicatrical Stenosis of Pylorus; ; Gastro-En- 
terostomy.—Mrs. A. M., aged 30 years, three children; 


entered ‘hospital June 16, 1897; referred to me by Dr. 
Butler, of Beaver City, Neb. ‘Always in good health 
until five years before, when she was greatly troubled 
for a time with gastric pain and vomiting; sometimes. 
vomiting blood. After this health was much better, 


until in December, 1896, when she began to have a 
heavy pain im the abdomen, and this would continue 
until she vomited. She stated that she vomited about | 


once per week and as much as a bucketful. In the 


meanwhile she ate ravenously. This condition has 
continued till the time of admission, and she has be- 
‘come so weak that she is confined to her bed. Is much 


emaciated, having lost fifty pounds weight. On ex- 
amination the liver was found enlarged. Inflation of 


the stomach showed itt greatly dilated, the greater 


curvature extending almost to the pubes; an excess of 
HCl. Diagnosis: Cicatricial stenosis, with gastrec- 


tasia. 


Operation, J une 28, 1898. Dr. Detwiler assisted 
and Dr. Swanson gave ether. Incision as in Case Ia 
greatly dilated stomach being at once apparent. So 
many adhesions about the pylorus that anterior gas- 


tro-enterostomy was done; no shock, not followed by 


any vomiting. Food per oram on the third day; gained 
from the first. In three weeks no enlargement of the 
liver could be ‘detected. Discharged from hospital - 
July 28, 1897, ‘having gained fifteen pounds. Three 


‘months later she wrote me that she ‘had gained forty- 


one (pounds since the operation. Is at present in ex- 
cellent health. 

Case ITI].—Hypertrophy of Pylorus; Gastro-Hnteros- 
tomy.—Mrs. E. J., aged 50 years; patient of Dr. Milroy. 
For fourteen years has suffered from epigastric pain 
and vomiting; appetite always poor, and when she 
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does eat it causes much distress. At times there have 
fbeen gastric crises, with great pain and vomiting, per- 
sisting for several ‘hours. Gave no history of ‘having 
vomited blood. The liver was found enlarged and the 
gtomaich dilated, the greater curvature extending two 
below the umbilicus; hyperchlorhydria. 
emaciated. Diagnosis, stenosis pylorus, with 
 gastrectasia. | 


Operation, August 15, 1898. Dr. ‘Milroy 
Dr. Swanson gave ether. The usual incision. A 


mass was found about pylorus which seemed to al-. 
ss most completely occlude the opening. It was muscu- . 
lar in consistence anid comes under the designation of 


hypertrophy of the pylorus. Gastro-enterostomy ws 


done by the anterior method. Soon rallied from the 
operation and did not vomit. While in the hospital, 


about two weeks after the operation, through some 
error in ‘diet she had a severe seizure with much vom- 


iting and was made very weak. As there was bille in 


the vomitus, I believe this was due to regurgitation 
of bile. In a few days improvement began, and she 
was discharged from the hospital October 5, 1898, 
about five pounds heavier than before the operation. 
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THE RELATIONS OF CERTAIN NEUROSES TO 
THE PELVIC AND GENITAL DISEASES OF 
WOMEN. 


By H. G. WETHERILL, M. D., 
DENVER, COLO., 
PROFESSOR GYNECOLOGY, UNIVERSITY OF DENVER. % 


Those who have observed the evolution of modern 
gynecology are not unmindful of the constant tend-. 
-ency to more rational and sound gynecologic teach- 


ing and practice, and no single occurrence of the nat : 
decade indicates the trend of thought more clearly 
than the symposium upon the relation of pelvic to. 


nervous diseases at the Denver meeting of the Ameri- 
can Medical Association. There were differences of 
opinion, of course, but there was great unanimity in 
regard to many of the points heretofore at issue, and. 
the problems, in the solution of which these gentle- 
men have been so long engaged, may now be con-. 
sidered as well on the way to final settlement. 
-.The main points, as it seems to me, upon which 


practically all could agree, were: (1.) A patient may 


have at one and the same time both pelvic and nery- 
ous diseases which may be, and as a matter of fact | 


often are, absolutely independent of each other so far 


as the production of one by the other is concerned. . 
(2.) Pelvic diseases and lacerations of the soft parts 
may exist for years without marked symptoms, till 

some other physical conditions arise to bring them - 
into notice and develop them as factors of the case. 
(3.) Though this be true, the existence and perpetuity 
of these pathologic pelvic conditions, when once they 
have become prominent symptomatically, is a bar to. 

the cure of the nervous symptoms and the restoration — 
of the patient to good health. (4.) Pelvic and other 
operations upon the genitals of women must in every 
instance be done for existing disease or distortion of 
these organs, and never for reflex symptoms which 
may be supposed to originate from healthy and nor- 
mal organs, it being agreed that such a pathologic 
process is impossible and such operations are pro- 
hibited by our present knowledge of the subject. (5.) 
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When disease of the gehitais exists, or laceration of 
_ the soft parts in which more or less cicatrization has 


—oecurred, there may be present, as an element of the 
case, profound reflex disturbances which can only be 
regarded as a phase or expression of the genital 


malady. (6.) The cure of these complicated cases pre-— 


senting both nervous and genital diseases of the con- 


--eurrent and interdependent type will ordinarily de- 


mand that all possible causes of reflex disturbance 


_ be eliminated primarily and previous to the institu- 
_tion-of systematic treatment for the nervous condi- 


tion, which can then be carried on with nothing to 
hinder the process of repair. (7.) To this end in such 
- eases the neurologist and gynecologist must co-op- 


erate, combining their efforts to master what some- 


times proves to be a most intractable group of symp 
toms, comprising those of the tangible and evident 


_ genital lesions and extending through the whole list . 


of intangible, elusive, and almost incomprehensible 
manifestations of neurasthenia, hysteria, and even 
‘some forms of insanity. 

Of the above conclusions there are but three in 
regard to which adverse opinion was expressed, the 


others being unanimously endorsed as sound and the 


true expression of the best opinion of the leading 
thinkers and workers in this field at the present time. 

The third, fifth, and sixth of the conclusions, as | 
have cited them, were not concurred in by all of 
those taking part in the discussion, and one or two 
of the neurologists took decidedly opposite grounds, 
still, as I have said, the greater number of those 
participating in the symposium were disposed to en- 
dorse them. 

The able and admirably expressed objections of 
the dissenters and the eminent place they have made 
for themselves in the front ranks of modern medical 
thought will give their views great weight, even 
though they be in the minority. The history of medi- 
cine, aS well as the history of every other science, 


has often proved the minority to be right and the 


majority to have been in error, and the questions 


involved are of such importance that all-well-founded 
14 | 
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adverse. opinions must be met and answered or they 
serve to retard the ultimate scientific end at which 


we aim. 

May our patients secant various reflex nervous dis- 
turbances more or less general in character which are 
associated. with and dependent upon, in the relation — 


of cause and effect, pathologic pelvic or genital con- 
ditions? May such pathologic conditions, when once 


they have become prominent symptomatically, be a 


bar to the cure of the reflected or referred nervous. | 


symptoms or disease? In the treatment of such cases 
should the pelvic lesion be eliminated as a factor be- 
fore the systematic treatment of the nervous: disease 
is undertaken? 


The solution of these questions. cannot be reached — : 


by the acceptance of the mere ipse diait of any man 


‘or set of men, but must be evolved from the knowl- 


edge, experience, experiments, and research of all, — 
and it would appear that we have given too much con- — 


sideration and weight to the empirical evidence of- 


fered and too little thought and consideration to the 
known facts as they are given us by the anatomist, 
physiologist, and pathologist. 

The exhaustive and laborious papers of Henry 


-Head* and James Mackenzie} bear with. particular: 


force upon this matter, and yet in all the discussions. 


of the last few years they have been ignored, so far 


as ‘I have been able to observe, though there has been 
nothing said or done during that time in the least to. 
detract from their force and effect. Cae 

An extensive review of the interesting and im- 


portant conclusions as presented in these papers is. 


out of place here, and a perfect understanding of 
them can only be had by a careful reading of the 
originals, but an outline of them, with some allusion 
to the argument, can help us to a better understand- 
ing of the problems now before us for consideration. 

Head and Mackenzie are agreed that “The pain of 
visceral disease is not always localized by the patient 


* On Disturbances of Sensation, with Especial Reference to Visceral’ 
Disease. Brain, vol. X VI, 1893, and vol. X VIT, 1894. ) 


TSome points Bearing on the Association of Sensory Disorders and 
Visceral Disease. Brain, vol. X VI, 1893. 
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~ over the organ affected.” “Ross first explained this 
fact by the ingenious hypothesis that the pain of 


visceral disease was referred along the distribution of 


the somatic roots which come off from the same level 
of the cord as the sympathetic fibres of the organ 
affected.” An enormous advance was made when’ 
_ Mackenzie described the cutaneous tenderness which 
-is so frequently associated with the pain of visceral 
disease, “for here we have a symptom which is dis- 
tinctly more objective than that of pain only.” To. 
summarize, they further agree that (1) “The pain of 
which the patient complains always lies within the 
areas of tenderness, if these be present. . Should they 
be present at one time and absent at another, but the 
pain remain, tenderness is always found to make its 
appearance in the area which is said to be painful.” 
(2) “The tenderness is not deep-seated, but is always 
- cutaneous or subcutaneous.” (3) “Phese areas of ten- 


derness bear a definite relation to the different organs : 


affected, but in many cases lie-at a considerable dis- 
tance from the organ affected. The pain produced by 
stimulation is not produced by any action on the 
organ itself, which may lie at a considerable distance 
from the tender spot. Again, the tenderness may be 
on the right side, though the organ affected lies on the 
left side of the body.” (4) “The superficial reflexes 
are usually exaggerated over the tender areas pro- 
duced by visceral disease.”—(Head. Brain, vol. XVI, 
1893, pp. 55, 56.) 
| “Studying the subject from a purely clinical aspect, | 
such are; in brief; some of the reasons that influence 
me in considering the pain of visceral diseases to be 
of a referred character, always somatic, never splanch- 
nic. [Italics mine. H.G. W.]| I willingly admit that 
I am not able to explain the source of all pains, and 
many patients complain of pain to me unexplainable. 
Yet with this view present in my mind, and with ex- 
tended experience, these cases become less numerous.” 
—(James Mackenzie. Brain, vol. VI, 1893, p. 331.) — 
Illustrative examples are given of this referred pain. 
_ of visceral disease, such as the well-known arm pain 
of angina pectoris, the right shoulder pain of certain 
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diseases of the liver and diaphragm, the referred | 
pain and retracted testicle of renal and ureteral cal- 


-culus, the back pain of prostatic and rectal diseases, 


the retention of urine after painful rectal operations, 


and last, but by no means least for the purposes of 


this paper, the well-known pains in groins and back | 
and hips and thighs, under the breasts and on the 
head, from ovarian, tubal, and uterine diseases. | 
‘In regard to the generalization of pain, tenderness, 
and other nervous phenomena originating from vis- 


-ceral disease it is made apparent that this may take 


place through one or all of three ways: (1.) An organ 
receiving most of its nerve fibres from one side of 
the cord nevertheless has some from the other side, 


so that visceral disease may be the cause of pain or — 


tenderness at the same spinal level on the side of the 


- body opposite to that upon which the viscus is situ- 
ated. (2.) Through diffusion from a center, as in the 
neuralgias set up from an aching tooth but spread 


into the areas adjacent. “If I am anemic, or if the 
pain remains untreated until my bodily health is af- 
fected, I no longer have a localized area of tenderness, 


but the pain and with it the tenderness spreads until 


the whole of one-half of the head and even the neck 
may be intensely tender. Thus at last the pain of an > 
aching tooth has produced tenderness over areas — 
which bear no relation to the affected organ.” (3.)_ 


“Certain viscera, such as the uterus and breast, are 


naturally closely related to one another. Thus, sup- 


pose pain and tenderness to exist in consequence of 


the disease of one of these organs, the next area that 
will be affected when this pain and tenderness spreads 
is that belonging to the associated organ. * * *. 
This is the phenomenon which I have been accustomed 
to call ‘generalization’ of visceral pain and tenderness, 
and is of such common occurrence 4s to form a very | 
important factor in the clinical picture of many dis- 
eases.” 
“Anemia is one of the commonest causes of such 
generalization. A patient may be anemic and yet 


suffer from no pain or tenderness. But as soon as 
some cause for referred pain is present, generalization’ 
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at once begins. Thus, if an anemic menstruates, she 
not only has pain over the tenth dorsal areas cor-— 
_responding to the ovary, but she has pain and ten- 


derness over the areas of the sixth dorsal (heart), 


seventh dorsal (stomach), occipital and midorbital 


(eyes). If an anemic man or woman have a toothache 
or suffer from hypermetropia, they may have the most 
widespread tenderness and pain. And yet if the cause 
is removed, this pain does not cease, at any rate im- 
mediately, for the resistance of the center being once 
broken down is with difficulty recovered.” 


“In every such case of anemia I believe the starting 
‘point for such generalization will be found in the 


-affection of some organ.” “Where widespread ten- 
_derness of the head and neck are present, and head- 
ache is a marked feature, some error of refraction is 


often present.” “In some cases the starting point of 
the pain is in the cough of some lung or bronchial — 
affection.” ‘A very large number start originally in 


the pain of chronic dyspepsia, and an even larger 


number in the pain caused by some irregularity i: 


pelvic viscera.” 


“Thus it is not sufficient simply to trent the anemia | 


or to treat the original cause and point of primary 
manifestation of pain, but both must be corrected,.”’ 
[Italics mine.] | 

This logical view of the phenomena under consider- 
ation, confirmed by the observation and experiments 
of Head, Mackenzie, and Ross, and so fully in accord 
with the clinical experience of many accurate ob- 
servers, would seem to be indisputable, and the failure 
of surgery to cure under certain conditions is fully 
explained. It is evident that the part played by the 
reduced resistance in the nerve centers from long ex- 
isting visceral disease, and the rational treatment of 
this condition subsequent to operation, have not suf- 


ficiently attracted our attention. We have expected 
too much from the elimination of the peripheral irri-_ 


tation which has determined the generalized symp- 
toms; and have failed to appreciate the necessity for 
patient and persevering, and sometimes long contin- 
ued after-treatment of a character likely to restore 
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the tone and resisting power of = general nervous 


system. 


The evolution of the present views as to the efficacy 
of the surgical treatment of traumatic epilepsy may 
be cited as an illustration, for it is now conceded that 
late trephining and elevation of an old depressed frac- 
ture of the skull is quite likely to fail of itself to cure 


the resultant epilepsy after the epileptic habit has — 
been established, although an: early oreuen might — 
have prevented the epilepsy. | 


The results of modern surgery have been so wonder- 
ful, and its application so varied, that too much is 
often expected as the direct and sole result of the sur- 


gical operation; the swing of the pendulum is bring- 
ing opinions and practice to a much more rational and 


sound basis. 
In the discussion to which allusion has om made 


a well-known neurologist of Philadelphia took the 


most radical position against the interdependence of 


the performance of surgical operations in the treat- 


‘ment of such nervous diseases as neurasthenia and 
hysteria. His well-known views were set forth in a — 
paper read before the Philadelphia Obstetrical So- 


: pelvic and nervous diseases, as well as that against © 


ciety June 2, 1898, and published in the American 


Gynecological and Obstetricial Journal for August. 
A careful reading of this paper and of the discus- 


sions it elicited is most gratifying, in that it clearly 


shows how little difference there is in the views of the 
best neurologists and gynecologists regarding this 


important matter, and that in truth the differences’ 


are far more apparent than real. He says, for in- 
stance: “Contrary to what might perhaps be inferred 
from the general tenor of my remarks, I believe that 


in neurasthenia operations for the cure of actual pel- 
vic lesions are indicated and should, other things 


being equal, be performed. We remember that in. 


neurasthenia there is added to nervous weakness nerv- 
ous irritability; that there is an increased reaction to 
local impressions, and I maintain that it is just as 


proper and just as clearly indicated to correct local. 


pelvic disease in neurasthenic patients as it is to 
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give such patients glasses to relieve their ocular 
symptoms.” On the otherhand he concludes, among 
other things, that “There is no necessary relation be- 
tween pelvic disease and hysteria (and neurasthenia), 
even when the two affections coexist in the same 
case,” and “that the pain areas of hysteria bear no re- - 
lation to disease of the deeper structures.” (Page 122.) 
“These are especially areas of hyperesthesia under the 
breasts, so-called ‘inframammary tenderness,’ 
areas of hyperesthesia above the groins, grossly mis- 
named ‘ovarian tenderness’.” (Page 126.) Ce 
‘While it is difficult to make the above expressions 
seem entirely compatible with each other, and utterly 
impossible to conform the latter to the experiments 
and opinions of Mackenzie, Head, and many practical 
gynecologists, the essential differences of opinion, as 
they affect the management of cases coming under 
this heading, are remarkably little, and it must be 
- recognized and conceded that the neurologists and the 
gynecologists are much nearer unanimity than they 
have ever been before. 
- It is evident that agreement is near when the most 
conservative neurologists ‘believe that in neurasthe- 
nia operations for actual pelvic lesions are indicated,” 
and gynecologists proclaim that “Pelvic and other 
operations upon the genitals of women must in every 
instance be done for existing disease or distortion of 
these organs, and never for reflex symptoms which 
may be supposed to originate from healthy and nor- 
mal organs.” 

Every gynecologist of wide experience knows, and 
most of them will admit, that surgical operations for 
the cure of reflex pains believed to be of genital origin 
very often fail of their purpose. Occasionally this is 
true even when gross disease of the pelvic viscera has 
been demonstrated and eradicated. 

It is evident that at times our surgery does not go 
far enough, that it is not complete and finished in 
detail, or that the post-operative treatment has been 
inadequate. It is not enough in seeking the source of 
a neurosis of pelvic origin to exclude disease of the 
ovary underlying the point of referred pain, nor is 
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the most necessary surgery, however rationally and 


deftly done, all that is required to effect a cure. 


The conclusions of Mackenzie and Head are clear 


upon this point, and in the light of their findings it 
must be borne in mind that pain upon one side may 
have its origin in the ovary of the other side or in any 


viscus receiving its sympathetic nerve supply from the — . 


same segment of the cord, or one intimately associated 
with it. In the search for the cause of such pain all 
the pelvic viscera must be examined and disease of all 
removed or excluded, and the operation must be so 
completed as to leave no pathologic conditions as the 


result of the work; i. e., no dead ligatures or extensive. 
adhesions. More important than all, the after-treat-- 


ment must be so conducted as to eliminate the ac- 
quired pain habit, just as the epileptic habit should 
be after trephining. 

Neither party to the old controversy has been en- 
tirely in the right. The successful management of 


these trying cases will call for the best and united 
efforts of both the neurologist and the gynecologist, 


either of himself often being unable to interpret all 


: the phases of the malady. 


It is apparent that we must answer in the affirma- 
tive two of the three questions asked in the first part 
of this paper, as the affirmative answer is practically 
conceded by all parties; i. e., (1) our patients may 
present various reflex nervous disturbances more or 
less general in character which are associated with 
and dependent upon, in the relation of cause and ef- 
fect, pathologic pelvic or genital conditions; and (2) 
such pathologic conditions, when once they have be- 


come prominent symptomatically, may be a bar to 


the cure of the reflected or referred nervous symp- 
toms or disease. 


There yet remains for consideration the query 


whether in the treatment of such cases the pelvic 


lesion should always be eliminated as a factor before 


the systematic treatment of the nervous disease is 
undertaken. It would at a first glance seem that the 
affirmative answers to the other phases of the problem 
carried with them the affirmative answer to this one, 
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were it not so well known that the clinical histories 


of multitudes of just such cases not only fail to sup- 


port such an answer, but, on the other hand, point to 
the very opposite one. In the whole domain of medi- 
cine no better opportunity is given the physician and 


surgeon for the exercise of careful judgment and — 


strict integrity of purpose than is presented in the 
settlement of this question as it comes up for con- 
_ sideration with each individual case. 


No possible ground exists for the view that the pel-- 


vic operation should always be done as a preliminary 


to other treatment, for such generalization is particu- _ 


larly unwarrantable here, each case being a law unto 


itself and demanding a most careful investigation lee 


its phases. 


Some cases will demand See Oe operation, some 


a more or less prolonged course of preparatory treat- 


ment before operation, some postponement of all 
- operative procedures till practical cure of the nervous 


Symptoms is secured, and others must not be oper- 
ated upon at all, even for evident pelvic lesions, un- 


less. the operation is imperatively demanded as 
means of preventing impending death from acute, 


virulent, or malignant disease. 


Broadly speaking, an experience of twenty years 


leads me to think that those cases in which we may 


most certainly hope for and expect great improve- 
ment in nervous symptoms associated with female . 


genital lesions are such as have neurasthenia, to- 


gether with lacerations of the soft parts, accompanied | 


-by retrodisplaced or prolapsed pelvic organs. Wise 
and properly done surgery, followed by judicious 


after-treatment, almost invariably gives the most sat-_ 


_isfactory results in such instances, and this experience 


is confirmatory of another; i. e., that women who have 
borne children are much more certain of a surgical. 


cure of reflex nervous symptoms than those who have 
not, be they married or single. | 

The cases most unfavorable for the surgical cure of 
feflex nervous symptoms, even when actual pelvic 
lesions exist and are believed to have been a factor in 
their production, are those hysterical unmarried 
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women who have no reserve of nervous energy; who 
seem to be greatly improved immediately after opera- 
tions, which they bear particularly well and even 
seem to enjoy, but who soon relapse and are again as 
ill or worse than ever before, regardless of what may 
have been done for them, or of how well it may have 
been done. Sexual perverts, masturbators, and con- 
ception preventers are the very worst of this class, 


and when the pain habit or the hysterical state has in | 


such individuals become thoroughly established,’ it 
may be looked upon as well nigh incurable, at least by 
surgical means alone. Every neurologist and every | 
gynecologist of experience can recall many such cases. 


They have had repeated pelvic, plastic, and kidney 


fixing operations, operations for ventral hernias, dead 
ligatures, peritoneal adhesions, etc., until more or less 
complete evisceration precludes the possibility of fur- — 


ther surgery; when they are left to drag out a 


wretched existence, having gone steadily from bad — 
to worse with each new procedure. _ 

All gynecologists, neurologists, and all 
medical students and a few patients should read at 


least once a year that classic introduction to the 
‘Clinical Gynecology of Keating and Coe, by Dr. Will- 


iam Goodell. While some of it may fairly be: con- 


sidered too broad and pessimistic for the present day, 
it is on the whole so wholesome and sound in tone and 


application that it should serve to prevent much of 
the unnecessary and injurious pelvic surgery still 
rampant in all “civilized” countries. | 

In regard to the class of cases to which allusion has 
just been made the closing paragraph of this remark- 
able paper should be ever before us, and I cannot 
refrain from quoting it here. He says: “In conclu- 
sion, the riper my experience the more firmly am | 


convinced that in the treatment of women’s diseases 


the possibility of a nerve-origin or of a nerve-compli- 
cation should be the forethought and not the hind- 
thought of the physician. I therefore have arrived 
at a very short gynecological creed: I believe that the 
physician who recognizes the complexity of woman’s 
nervous organization and appreciates its tyranny will 
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touch her well-being at more points, and with a keener 
perception of its wants, than the one who holds the 
opinion that woman is woman _ because she has 4 
womb.” 

Some who have had the valine to follow me 
through this paper and to consider the questions as 
presented will doubtless feel that there is a certain 
lack of continuity in the reasoning and that the con- 
clusions to be drawn from it are incompatible and in- 
consistent. There are in my own mind, however, cer- 
- tain perfectly clear and, to me, logical deductions to 
~ be drawn from what has preceded, and if these are not | 
clear to others it must be attributed to my rnabilty.. to 
express them coherently. 

In bringing this paper to a close, then, pray aliow 
‘me to recapitulate the inferences I have made from 
the thoughts as presented, in the hope that any am- 
—biguity which may have appeared to exist may so be 

cleared away. 


CONCLUSIONS. 


1. Nervous symptoms or actual disease of the-nerv- . 
ous system may be produced in a reflex way from the 
pelvic or genital diseases of man or woman. : 

2. Reflected or referred pains, usually neuralgic in 
type, may also be so produced. 

3. The observations of Head and Mackenzie demon- — 
strate the above, but teach that referred pains are not 
always produced by a disease of the organ which they 
overlie, but that they may be due to disease of some 
organ having its sympathetic nerve supply from the 
Same segment of the spinal cord, or even due to a 
disease of some allied organ elsewhere in the body. 
Thus, the so-called ovarian pain may be produced 
from a disease of the opposite ovary; it may be due to 
disease of other pelvic viscera (rectum, uterus, blad- 
der, ete.); it may be caused by other pelvic condi- 
tions induced through sexual perversion, though they 
may be accompanied by no gross lesion, and as a mat- 
ter of fact I believe the last mentioned cause is a 
common one in the etiology of this ovarian pain, in- 
framammary tenderness, and the neurasthenia and 
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hysteria with which’ they are so often accompanied.. | 


Pelvic and genital hyperemia and hyperesthesia are 
usually found in conjunction with the other phases. 
of this malady, andthe flushing face and other evi- 
dences of vasomotor disturbance at least suggest a. 
genital origin. 

4. Pelvic and genital diseases—organic and fune- 
tional—must, whenever possible, be cured as a part 
of a scheme of rational treatment of those patients. 


presenting the nervous manifestations of such lesions. 


5. Timely and judicious surgical work will, in se- 
lected cases, do much to cure the nervous symptoms. 
arising from actual pelvic disease or dyscrasia. . 


Timely, judicious, and selected are the words to which. 


I ask attention. A late operation may fail, as in epi- 


lepsy; injudicious surgical work always does more 


harm than good, and it is only those cases that have~ 
been chosen with great care that should be operated. 
at all. 

6. Chronic” hysterical patente, with an old and es- 
tablished pain habit, are the least likely to be per- 


3 manently benefited by surgical operations, and opera- 


tions must be done upon such individuals only after 
careful consideration and consultation with the neu- 
rologist, and only for evident and palpable local dis-. 


ease, the cure or relief of which is believed to be posi- 


tively essential to the health and well-being of the: 
patient. 
7. The surgical treatment of wit vic inflammation or 


infection, subinvolution, uterine displacements, or 
prolapses of the pelvic viscera, and the old lacera- 


tions accompanying them in child-bearing women, is — 


most promising and satisfactory when a cure of their: 


nervous sequels is sought. Such cases yield the best 
results attainable, both local and general, immediate 


and remote. 


8. ‘The elimination of the peripheral cause is but one 
step in the treatment; the effect remains to be treated 
and must be intelligently and persistently treated un- 
til cured, if indeed cure is yet possible. Surgery may 
remove the cause, but surgery alone is in many in- 
stances inadequate for the cure of the effect. 


: 
4 
~ 
~ 
) 
& 
iit $ 
iy 
an 
as 
» * 
| 
| 
| 
s 
~ 
| 
| 
| 
€. 
é 
| 
| 
4 
if 
Wee. 
| 
i! 
> 
~ 
} 
? 
{ 
fh 
eh 
by 
44 
‘it 


EIGHTH ANNUAL MEETING. — 


9. The local and original cause. can only be cured 


by treatment prescribed for and directed to the local 


disease. This treatment must often be surgical. 


10. Rest, massage, electricity, hypernutrition, moral 


guasion and suggestion, osteopathy and “Christian 
Science” (?), are inadequate for the cure of the local 


cause, as is surgery for the cure of the effect. It is 


quite as reasonable to expect them to cure abscess or 


tumor of the brain and their symptoms as to expect _ 


them to cure the lesions and symptoms of like patho- 
logic processes in the pelvis. 


A CASE OF IMPERFORATE ANUS WITH 
FISTULA. 


By S. C. BEEDE, M. D., 
DAVID CITY, NEB. 


o November 15, 1898, Willie M.. aged 2 years, was. 
“presented for treatment of a right inguinal hernia. 


Examination for rectal trouble disclosed an anal 


opening in the perineum, midway between the 
and the natural position of the anal orifice and to the 


left of the median raphe. A dimple marked the cen- 
ter of a well developed sphincter in the proper loca- 
tion. The fistulous opening would barely admit a 


_ lead pencil and displayed but slight sphincter action. 


The mother said that the child was unable to retain 
fluid feces, and could not expel solid matter without 
mechanical assistance, that useful article of feminine 


attire, the hair-pin, being frequently called into requi- 
sition. Upon straining, bulging in the anal region 
occurred, most marked at the dimple which located 


the sphincter. The mother reported that the child 


had passed meconium on the day of its birth; that a 
few days later it became constipated, and at attempt 
to use a water enema failed; that a small suppository 
-of hard soap was made and they were unable to pass 


that; and that the opening would barely allow a 
knitting needle to enter it. A physician who was 


called in enlarged the opening with a bistoury, when 
some fecal matter was passed. From that time on 
there existed constipation and indigestion, with con- 
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sequent ill development. “The hernia appeared when — 
the child was about six months old. : 
An anesthetic was administered and a ‘sine 
curved probe was passed into the rectum through the 
fistula, then pressed backward and downward until 


the point pushed out the dimple. The probe point 


was then cut down upon, and with this opening as a 


starter a fair-sized anus was dissected out, the mu- 


cous membrance loosened, pulled down, and stitched 


to the skin. The fistulous tract was dissected out 


and closed with silver wire sutures. Owing, however, 
to the extreme constipation which resisted the action 
of laxatives and enemeta, these sutures soon began 
to cut out and they were removed. It later became 
necessary, on account of the accumulation of hard 


fecal matter, to enlarge the newly-opened anus, and 
it was connected by a linear incision to the fistula, 
the intention being to unite the cut ends of the 
sphincter at a subsequent operation if it is necessary. 
The hernia disappeared at once after the final incision, 


and has not yet recurred. 


TREATMENT OF BURNS. 
‘BY W. DL OFTIS, M. D., A. M., 
FORT MORGAN, 
Burns are a class of wounds separate and distinct 


from all other wounds and treated accordingly. The 


subject naturally divides itself into the following 
heads in the matter of treatment, namely: Shock, 
primary topical applications, and sequele. 

Shock enters as an important factor in the treat- 
ment of burns. It is not like the shock of bullet, some 
severe contusion or mental shock. It is and should be 
considered an intense stimulation with rapid depres- 


sion following; while in the latter kind of wounds we 


have sudden suspension or retarded state of vital 


forces. The cuticle once attacked sends the sudden 


alarm to every part and organ of the system. Every 
nerve and fiber are put upon violent tension. Then 
comes, as a result, relaxation and depression. The 
integument, with its delicate and complex structure, 
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may be considered the bulbous extremity of the nerv- 
ous economy; it being the structure in which is lo- 
cated the special sense of tactility and the sebaceous 
glands. The special relation the integument holds— 
to the central nervous organs, as well as to that of the 
various emunctories, lungs, and alimentary tract, 
- makes the injury by burn to the same a matter of 
much gravity. 
Without further considering the structures we 
have to deal with, we pass to consider the treatment 
of shock. By strict attention to the degree of shock 
~ we will naturally determine the gravity, or otherwise, 
of the future of the case. The extent of the shock may 
be determined very largely by the extent of the sur- 
face exposed. Age, sex, and physical conditions, how- 
ever, enter, in a measure, to modify the results of the | 
shock. The old and young are more affected than the — 
middle aged. It may be said, as a rule, that the fe- 
male is more affected than the male; but the physical 
- condition of the patient very decidedly produces modi- 
fications. Thus, the integument, with its delicate 
structure, and so intimately correspondent with the 
peripheral surfaces of all the organs of the body, upon 
the slightest injury done to it must produce a corre- 
sponding counter-effect upon these various organs and 
structures. ‘The character of the circulation is an 
index of the amount of shock existing. If the 
pulse is quick and feeble, active stimulation is called 
for, as well as heart tonics, and of equal importance | 
is rapid protection of the parts exposed, which will 
be noticed further on. As a stimulant and quiet- 
ing agent nothing has served me better than morphia 
and atropia combined and administered hypoder- 
mically. By tranquilizing the patient we control the 
tendency to congestive processes more promptly, and 
should it be needed further on, heart tonics may be 
‘continued, such as strychnia and digitalis. I have 
found strong coffee very serviceable in some cases of 
quite severe shock. Caffeine is worthy of mention in 
cases of milder shock, as it has a tendency to lower 

. temperature and to assist digestion, and is also a 
cardiac tonic. This agent is especially suited to shock 
in the younger. Another important feature in the 
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treatment of shock is strict attention to hygienic sur- 
roundings. The temperature should be considerably — 

above the natural media, for the time at least, of that 
of the healthy body, to favor as active elimination as 


possible of the remaining part of the surface of the 
body, and this increased temperature of the surround- 


ing media has a tendency to produce a more free flow 
of blood to the surface. Another important feature © 


in the prevention of further ravages of shock is, as 
we have intimated, a prompt and efficient protection 


to the parts exposed. This must both subserve the 


purposes of relief from extreme suffering and protec- 


tion from irritants externally, such as drafts and dust — 


which may convey various microbes. = 
What shall the primary topical applications be? 


They should be absolutely protective, aseptic, sedative, 
and as permanent as possible. My experience with | 


the aseptic dressing after the following manner has 
served me well in three cases recently badly burned 


in faces and hands, one-third of the lower arm, and 
in one case lower extremities also. I first cleansed 


thoroughly with bichloride solution 1-1000, then ap- 
plied soft cloths saturated in 1-5000 bichloride solu- 


tion, well rinsed. I dusted this surface with iodoform, © 
after which I applied iodoform gauze, and over this 

- absorbent borated cotton, then bandaged to secure the 
dressings in apposition. Unfortunately I did not see. 


the above cases until seven hours after the accident, 
by reason of distance. In the meantime their suffer- 


ings had been extreme, the shock being very severe 
in all cases, as was manifest by chill, depression, and 
stupor. I allowed the dressing to remain in situ for 


ten days. There was comparatively little suppuration 
at the end of this time in two cases. In all these cases 
there was complete destruction of the cuticle, making 
them cases of the third degree. Can say that the pa- 
tients were comfortable after the dressings were ap- 
plied. In two and a half weeks two of the patients 
had recovered with comparatively little contraction, 
all of which was overcome by passive motion. This 
should always be instituted early in the case,—the 
earlier the more easily the parts assume the natural 
mobility. The third case, Mrs. M., was not so favor- 
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; able, dae in all probability to more » extensive shock 
and microbic infection, producing later a serious mer 


ous disturbance. 


AS we consider primary topical apiieiaiaie of the 
greatest importance, let us observe a few which have — 
been used by prominent practitioners, that we may 
learn the range of practice in the treatment of burns. | 


Dr. Binkerd, of Pennsylvania, who has had thirty 


years of. extensive experience in the treatment. of 
burns, has gradually approached this primary appli- 
-eation, namely, equal parts of carbolic acid and 
- neutral vaseline. He finds that immediate relief fol- 
lows. This application is allowed to remain but a few - 
hours, eighteen to twenty, after which it is removed, 
-and thoroughly cleansed with brush and water, then 
follows the application of olive oil 10 parts, white 


wax 1 part. This application is to be applied each 


day, until the granulation is complete. This primary _ 
dressing may be called a planing process which levels 


down to the healthy structure. 


Dr. Tierry, of Charity Hospital, Paris: made 
_ the important discovery that picric acid is one of the — 
very useful agents to produce immediate relief to 

_ burns, and in addition claims that it arrests inflam- 


matory process. 


Some eminent. physicians advocate the use of bi-. 


carbonate of soda as being decidedly sedative to re, 


cently exposed burned surfaces, which has this ad- 


vantage that it can remain applied for a considerable 


length of time. 
M. Nodon, the electrician, who has had considerable 
experience in electrical burns, has found a solution 


of permanganate of potash produces immediate relief 


by forming a protective composed of peroxide of: 


manganese. 


ae DE Smith, of West Virginia, claims for the 
following preparation great results: 


BR Cocainehyd. .  . 40 parts 
Iodol 5) 
. 
Vaseline q. 8 


M. Sig.—Apply on cheese cloth. 
15 


5 
; ~ 
ae 
. 
a q 
‘ 
, 
4 
; 
J te 
. 
pat 
ity 
3 
— 
of 
é 
> 
~ 
“4 
A 
- 
on 
‘ 
5 
ve 
it 
’ 
> 
“ee 
? 
4 
ry 
f 
~ 
a 
4 
4 
; 
~ 
» 
‘Rig 


‘ 


> 


‘ 
> 


226 WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. 


| ‘After the first application has produced its anes-— 


thetic effects he follows up the treatment with this 
prescription: 


BR Iodol . 
Ichthyol . 
Lanolene 

M. Sig. —Apply once a ‘day. | 


aa 


Dr. Starr, of Canada, uses perchloride of iron 54 
minims, vaseline 4 ounce. This, too, is considered an — 
_ instant relief remedy, and said to be very useful in 
the treatment of deeper burns. 

Dr. Larger, of France, states that he has had very 
Satisfactory results with a saturated solution of 
chlorate of potash to quiet pain in burns. It is used 
also as a general bath, and continues the same solu- 
tion as a dressing by means of compresses. The same 
_ treatment is advocated by other physicians. | 

I make citations of the above cases to show in a 
‘measure the variety of treatment in burns, yet all 


claiming the same results. More careful thought 


given to this class of cases will certainly develop a 


more uniform system of treatment and more uniform 
results may. be expected, as well as being more satis- 
factory to the patient. The treatment of burns in 


hospitals has become a matter of more uniformity, 
_-but in general practice may be considered emergency 


work, thus the variety of treatment. For this reason 


a thoroughly tested and most approved system of . 
treatment should, if possible, be adopted. 


In regard to local anesthetics I have this to say: 


Much depends upon what is used and the amount of 
surface exposed. The more surface exposed, surely 
the more local anesthetic will be required, judiciously © 


used. I am informed there is a preparation called 


orthoform, which is not so soluble as other substances 


and can be used with perfect safety. If this: be the 


case, it certainly is a valuable remedy in the treat- 


ment of burns. 
Something should be said in regard, to, the kind of 
burns we have to deal with, whether slight or exten- 
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~ sive, superficial or deep, first, second, third, or fourth 1 
degrees. All of these conditions must be dealt with. 


according to our best judgment. There may be count- 


less modifications from first to last of these degrees, | 


but they must all be dealt with as we meet them. I 


find that ali burns of the second class up to the fifth 
require about the same treatment. The slight des- 

quamative variety, first degree, with a pink discolora- —_ 
~ tion soon return to a normal condition by oleaginous. 


_ preparations. But when we find surfaces with the 
cuticle destroyed, nerve filaments exposed, and gland- 


ular structure involved, we have the second degree | 


of burns,—the most painful variety. As is well. 


_ known, when the deeper structures are involved, the 
pain is not so severe, but the results may be very 
- serious if it approaches important vessel and nerves. — 


The treatment of sequelze more properly includes 


all conditions following the subsidence of shock. 
The more serious cases, where one-half or even less — 
surface of the body is exposed, usually survive but a 
few hours. This period of subsidence of shock may 
vary. In those more advanced in life the period will. 
of necessity be longer. In those younger, where the 


reparative power is greater, it may be proportionately 


3 shorter. In those suffering from physical debility, the 
result of shock will be prolonged. These facts are 
very evident and should be borne in mind. The con- 
ditions of the various organs of the body must be — 
carefully watched, as congestive and inflammatory 
troubles may follow as sequele.- This period may be — 
said, approximatively, to begin about the tenth day. | 


The temperature may very largely determine the 
length of this period, which usually falls gradually 


from its onset, commencing a few hours after the in- 


fliction of the wound and ranges from 101° to 103°, 


and falling to the natural temperature and even be-— 
low it. Should the temperature rise suddenly, we may 


conclude that some internal organ is assuming a 
pathological condition, or septic trouble is taking 
place. These complications must be met by our usual 


methods of combating troubles of like nature in our 
ordinary practice. One of the most efficient means to— 
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| prevent complications. is the early attention to diet : 
and state of the secretions. No remedy, probably, 
will serve better than a liberal use of phosphate of 
- soda. This, to my notion, unloads the glands or stimu- 
lates them sufficiently to eliminate objectionable resi-— 
due: Again, there may be an unhealthy state of the 
surfaces. Usually after the first dressing is removed, 
-as I have outlined in my practice, at the end of eight 
or ten days, if repair is not complete, the surface is 
suppurating, a careful cleansing and dusting with 
subnitrate of bismuth 5 parts, iodoform 1 part, and 
a thin layer of antiphlogistine over this pedal 
surface forms a crust that generally forms healthy 
granulations beneath. If in the event this does not. 
complete cicatrization in a few days and suppuration 
continues, the crust is to be removed, and cleansing 
‘instituted with carbolized water one drachm to the 
| quart of water sterilized, and the surface dressed 
with pinoline or some bland stimulating antiseptic 
dressing. The pinoline is spread on soft cloths, | 
enough to make a smooth, glistening surface, peo 
to the granulating area once a day, and over this oil 
silk and light bandage. I find this makes a very effi- 
cient dressing. In case of burns which involve deeper — 
or muscular structures, skin grafting should be done 
thoroughly to avoid contractions. 
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